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ABSTRACT 
Children with disabilities are at high risk for several forms of maltreatment, including 
abuse and neglect (Ammerman, Hersen, Van Hasselt, Lubetsky, & Sieck, 1994; Sullivan & 
Knutson, 1998b), and children with hearing and communication disorders comprise a substantial 
portion of children at risk (e.g., Sullivan & Knutson, 2000). For example, some literature 
investigating the parenting practices of parents raising children and adolescents with hearing and 
communication disorders suggests that these parents have a tendency to use physically harsh 
discipline practices (Knutson, Johnson, & Sullivan, 2004; Sullivan & Knutson, 1998b).  Further, 
high prevalence rates of emotional and behavioral problems are documented in these youth (e.g., 
Greenberg & Kusché, 1989; Hindley, 1997; Prizant, Audet, Burke, & Hummel, 1990).  Despite 
these findings, a limited amount of research focuses on understanding factors related to these 
undesired outcomes.  Therefore, this study investigates the relationships among dimensions of 
parents’ psychological functioning and parent-child interactive processes in a culturally diverse, 
national sample of families raising children and adolescents with hearing and communication 
disorders. Results suggest that parents’ stress, depression, and anxiety as well as parent-child 
communication and involvement are important correlates of discipline practices and subsequent 
child behavior in families raising children and adolescents with hearing and communication 
disorders.  Additionally, psychological aggression and parents’ depression are highly predictive 
factors in the use of corporal punishment.  Also, psychological aggression and parenting stress 
are highly predictive of reported youth behavior problems.  The information gained from this 
investigation may provide direction for assessment and therapeutic intervention with parents of 
children and adolescents who have hearing and communication disorders.  
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CHAPTER ONE:  INTRODUCTION 
The need to investigate the unique characteristics of families belonging to minority 
populations, particularly families raising children and adolescents with special needs, is growing 
rapidly.  Children and adolescents who are Deaf, hard-of-hearing (HOH), and/or exhibiting 
communication disorders are one such group that is understudied thus far.  According to 
statistics compiled by the National Institute on Deafness and Other Communication Disorders 
(NIDCD; www.nidcd.nih.gov/health/statistics/quick.htm), approximately 17% (36 million) of 
American adults experience some hearing loss or impairment, and approximately 2 to 3 of every 
1,000 children in the United States are born Deaf or HOH. The Gallaudet Research Institute 
(2001) provides commonly accepted categorizations of the degree of hearing impairment or loss 
experienced by individuals in accordance with the American National Standards Institute.  These 
categories are as follows:  Normal Hearing (<27 dB), Mild Loss (27-40 dB), Moderate Loss (41-
55 dB), Moderate-Severe Loss (56-70 dB), Severe Loss (71-90 dB), and Profound Loss (91 dB 
and above).  By these standards, anyone experiencing hearing loss beyond 27 dB may be 
considered HOH; however, unlike with visual impairment, no ‘legally Deaf’ designation exists 
currently.   
The NIDCD also reports statistical information regarding incidence and prevalence rates 
of communication disorders in the United States (www.nidcd.nih.gov/health/statistics/vsl.asp).  
They indicate that approximately 7.5 million Americans have difficulties with voice production.  
By the time children reach the first grade, approximately 5% demonstrate a speech disorder of 
some kind.  The NIDCD also reports that roughly 3 million Americans stutter, a difficulty that 
occurs most commonly in children who range in age from 2- to 6-years during their language 
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development period, and that fewer than 1% of individuals continue to stutter into adulthood. 
Additionally, as many as 8 million Americans experience some form of expressive and/or 
receptive language disorder (e.g., apraxia, aphasia, dysarthria). 
With these considerable incidence rates of Deafness, hearing impairment/loss, and 
communication disorders, it is important to recognize that these individuals comprise a 
substantial portion of the American population; therefore, characteristics of their families should 
be evaluated for areas of relative strength and difficulty.  As a result, this study addresses a 
current need in the research literature by examining specifically the relationships among several 
dimensions of parents’ functioning, parent-child relationship interactions, discipline practices, 
and child behavior in families raising children with special needs related to hearing and 
communication. 
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CHAPTER TWO:  LITERATURE REVIEW 
Given the number of individuals who are affected by hearing and communication 
difficulties, it is important to further understand these disorders.  Understanding the potential 
underlying etiologies of such disorders may be helpful in understanding a families’ experience 
overall when they are raising children with hearing and communication disorders.  There are 
several known etiologies of Deafness, hearing impairments, and other communication disorders, 
including genetic or hereditary factors and diseases (e.g., Usher’s syndrome, which also causes 
blindness later in life; Vernon, 1974).  Pregnancy-related causes of Deafness and other hearing 
impairments include in utero exposure to illnesses (e.g., rubella and congenital cytomegalovirus), 
maternal drug or alcohol abuse, effects of medications taken by the mother during pregnancy, 
premature birth, trauma occurring during the birthing process, and other complications that might 
arise during pregnancy (Gallaudet Research Institute, 2001).  Exposure to illnesses also may 
relate to the development of concurrent conditions with hearing impairment components.  For 
example, in addition to hearing problems, cytomegalovirus is associated with microcephaly and 
mental retardation (Eichhorn, 1982).  Other known causes of Deafness and hearing impairments 
include post-birth illnesses (e.g., meningitis, otitis media), adverse reactions to medications taken 
by children, and accidents or trauma (e.g., exposure to loud sounds/noises).  For a great many 
individuals, the cause of hearing loss is unknown (Gallaudet Research Institute, 2001).  A search 
for causes of hearing disorders can be especially puzzling, as at least 90% of children who are 
born Deaf have parents who are able to hear (e.g., Gallaudet Research Institute, 2001; Moores, 
1987; Vostanis, Hayes, De Feu, & Warren, 1997; Yoshinaga-Itano, 1998).   
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Similarly, according to NIDCD (2009), a majority of communication disorders also have 
unknown etiologies; however, many known causal factors are noted.  Some possible causes of 
speech/vocalization problems, receptive and expressive language disorders, and other 
communication difficulties include, but are not limited to, impaired brain function related to head 
trauma from falling or violent shaking (typically during infancy) and vehicle accidents 
(predominately in adolescents and adults) as well as medical conditions (e.g., stroke, seizures, 
brain tumors).  Also, communication problems may be caused by a variety of congenital 
disorders, such as Landau-Kleffner Syndrome (i.e., a childhood disorder characterized by loss of 
the ability to use and understand spoken language), Deafness and hearing loss or impairment, 
and developmental disabilities (e.g., Autism-spectrum disorders and cognitive impairments).  
Despite these known etiologies, studies continue to investigate possible causes for many types of 
communication difficulties. 
Although the search to identify a wider range of specific causes of hearing and 
communication disorders continues, the usage of communication aids for this population of 
individuals is widespread.  For example, in the United States, approximately 15,500 children 
(and 23,000 adults) have cochlear implants that aid in their perception of sounds (NICDC, 2009).  
Implantation alone may not resolve hearing impairment completely, however, and a great portion 
of children with hearing difficulties do not receive implants.  Communication problems are 
common in this group as well, with specific difficulties revolving around early communication 
with other family members, learning in the school environment, and social relationship 
development (Wood-Jackson, Traub, & Turnbull, 2008).  To address some of these issues, 
children who have hearing and communication disorders and their parents often learn alternative 
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forms of communication, such as American Sign Language (ASL), English Sign Language 
(ESL), Auditory-Verbal Unisensory Communication (i.e., communication with an emphasis on 
auditory skills only with the aid of hearing devices), Oral-Auditory-Oral Communication (i.e., 
communication that focuses on aided auditory skills with speech reading to aid communication), 
Cued Speech (i.e., communication that focuses on speech reading with the concurrent use of 
eight hand-shape cues to help differentiate lip movements), and Total Communication (i.e., 
communication that uses all available techniques and strategies).   
In addition, there are many educational options for children with hearing and 
communication disorders.  These options may include matriculation in the public school system, 
which can offer varying types of instruction (e.g., self-contained classrooms with specially-
trained teachers, mainstream inclusion using in-classroom sign interpreters, mainstream 
inclusion with “pull-out” classes offering individualized instruction), and other private 
institutions offering varied intervention services (e.g., specialized school orientation for children 
with hearing and communication disorders, residential treatment with educational services 
included; Wenkus, Rittenhouse, & Dancer, 1999).  Although many communication and 
education alternatives are available to these children and adolescents, the life experiences of 
children and adolescents with hearing and communication disorders remain unique relative to 
their peers who have normal hearing.  The compilation of their specific characteristics and 
specialized needs may predispose these children and adolescents to experience problems 
throughout their lifetime. Although research evaluating this population remains limited, certain 
patterns regarding the behaviors that are exhibited commonly by these children and adolescents 
are becoming evident. 
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Behavior Problems in Children with Hearing and Communication Disorders 
With regard to patterns of behaviors, children and adolescents who are Deaf and HOH 
(Greenberg & Kusché, 1989; Schnittjer & Hirshoren, 1981; Tavormina, Boll, Dunn, Luscomb, & 
Taylor, 1981; van Gent, Goedhart, Hindley, & Treffers, 2007) and those with significant 
communication problems (Baker & Cantwell, 1982; Carson, Klee, Perry, Muskina, & Donaghy, 
1998; Nelson, Benner, & Cheney, 2005; Prizant et al., 1990; Sigafoos, 2000; Snowling, Bishop, 
Stothard, Chipchase, & Kaplan, 2006; Tervo, 2007; Willinger et al., 2003) are at a particularly 
high risk for developing behavior problems, both internalizing and externalizing in nature.  
Estimated prevalence rates of behavior problems and psychiatric symptoms in children and 
adolescents who are Deaf or HOH range between 9% and 54% (Fundudis, Kolvin, & Garside 
1979; Greenberg, & Kusché, 1989; Hindley, 1997; Schnittjer & Hiroshoren, 1981; Vostanis et 
al., 1997) and, for youth with communication disorders, prevalence rates range between 29% and 
as high as 95% depending upon the type of communication difficulty experienced (Baker & 
Cantwell, 1982; Baker & Cantwell, 1987).  In some studies, however, the range of different types 
of psychiatric symptoms experienced by children and adolescents who are Deaf or HOH are 
similar to those of children who have normal hearing (Hindley, 1997).  
Given such discrepancies, other studies attempt to clarify the actual prevalence rates of 
behavior problems in children and adolescents who have hearing and communication disorders.  
For example, using a sample of 84 parents, Vostanis and colleagues (1997) investigate the 
ratings of children’s behavior on the Child Behavior Checklist (CBCL) and the Parent’s 
Checklist (PCL), a measure developed by Hindley, Hill, McGuigan, and Kitson (1994) to assess 
behavior problems in families raising children and adolescents with hearing impairments.  All of 
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the children in this sample are Deaf and attending nursery, primary, or secondary school.  Results 
indicate that approximately 40% of these children fall within the clinical range for emotional and 
behavioral problems on the CBCL and that approximately 77% of these same children exhibit 
clinically significant behavioral difficulties when the PCL is used.  It must be noted that the 
authors suggest that the clinical cutoff scores of the PCL should continue to be examined. Even 
if a lowered cutoff score is used in this study, however, a large portion of the children likely still 
would be rated as having highly problematic scores (i.e., the percentage may appear more similar 
to that of the CBCL).  Additionally, according to CBCL ratings, a majority of this sample (82%) 
exhibits clinically significant problems with social competence, particularly due to high levels of 
socially isolative behavior.  These findings add support to other studies suggesting that there are 
high rates of social, emotional, and behavioral problems in children who have hearing and 
communication disorders, even when using measures that are developed specifically for this 
unique population. 
Cross-culturally, high rates of behavior problems also are documented for children who 
have hearing and communication disorders.  Van Eldik, Treffers, Veerman, and Verhulst (2004) 
examine parents’ reports of the emotional and behavioral problems (as rated on the Child 
Behavior Checklist) of 238 Dutch children who are Deaf.  Results indicate that 41% of the 
children’s scores on the Total Problems scale of the CBCL fall within the borderline and clinical 
ranges of severity. The authors further note that Total Problems scores are higher for those 
children who are Deaf and who reportedly have poor communication with their parents (Van 
Eldik et al., 2004).  They note, however, that the measure of communication used in this study is 
limited.  In particular, this measure is based on parents’ endorsements of the frequency of their 
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daily contact and their perception of mutual understanding with their children, but it does not 
assess for the mode of communication that is used by parents and their children. When these 
children’s scores are compared to a Dutch normative sample of children (Verhulst, Van der 
Ende, & Koot, 1996), reported rates of the emotional and behavioral problems of the children 
who are Deaf are significantly higher across all narrow-band CBCL scales (e.g., aggressive 
behavior, delinquent behavior, attention problems, thought problems, social problems, anxious-
depressed, withdrawn) with the exception of somatic complaints (Van Eldik et al., 2004).   
 Additionally, children with hearing and/or communication problems often are described 
as being impulsive, distractible, and unable to sustain attention.  To investigate these often 
anecdotal claims, Mitchell and Quittner (1996) examine visual attention and behavior problems 
in a nonclinical sample of 39 children who are severely to profoundly Deaf (i.e., greater than 
70dB hearing loss in their “better” ear) and 25 children without hearing impairments.  All of the 
children are between the ages of 6- and 14-years. As part of the study, the children complete 
three non-auditory Continuous Performance Tests (CPT) of attention (i.e., Delay, Vigilance, and 
Distractibility) to examine impulsivity, sustained attention, and selective attention, and their 
parents and teachers rate their internalizing and externalizing behavior problems using 
informant-specific versions of the Child Behavior Checklist (CBCL).  In comparison to 
standardized norms on all three tasks of attention, the children who have hearing impairments 
display a substantially higher proportion (i.e., 71%) of scores within the “Borderline or 
Abnormal” range as compared to scores of children who have normal hearing (i.e., 9%).  
Additionally, clinically elevated levels of behavior problems in the home setting, particularly for 
impulsivity and inattention, are reported by approximately half of the parents of children who 
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have hearing impairments.  Teachers’ ratings are similar, in that 35% of the sample of children 
who have hearing impairments has clinically significant scores for total behavior problems in the 
school setting.  Thus, it appears that, in samples that are not clinic-referred, the children who 
have hearing impairments exhibit empirically supported (i.e., rather than observer reported) 
deficits in attentional performance as compared to children who have normal hearing. Also, the 
findings of this study show that behavioral problems in children who have hearing impairments 
are consistent across settings, suggesting that these difficulties may impact negatively these 
children’s experiences both at home and at school.   
Further, Mathos and Broussard (2005) suggest that the etiology of children’s hearing loss 
may be an important indicator of their risk for the development of psychiatric disorders.  For 
example, studies find links between maternal rubella during pregnancy and certain child 
psychiatric disturbances, such as attention deficit disorders (Brown et al., 2001) and psychotic 
disorders (Chess & Fernandez, 1980).  Vernon (2005) notes that the etiologies of hearing 
impairments (e.g., exposure to illnesses in utero) affect differentially cognition and other 
psychological characteristics.  Further, a particular etiology or condition, such as maternal 
rubella or purulent meningitis, may be concurrently responsible for hearing impairments and 
cognitive deficits, such as mental retardation.  Additionally, other factors (e.g., socioeconomic 
status, economic hardship) also demonstrate a relationship with the cognitive and behavioral 
development of children and adolescents (e.g., Duncan, Brooks-Gunn, & Klebanov, 1994; 
Szapocznik, Scopetta, Kurtines, & Aranalde, 1978) and, therefore, should be examined with 
regard to children and adolescents who have hearing and communication disorders.   
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In an attempt to understand the development of behavior problems in children and 
adolescents who have hearing and communication disorders, research now examines the link 
between parenting practices and the occurrence of behavior problems in these children and 
adolescents.  For example, Quittner, Glueckauf, and Jackson (1990) investigate parents’ 
perceptions of child behavior, parenting stress, and personal psychological functioning in a group 
of 96 mothers of children who range in age from 2- to 5-years and who have a hearing 
impairment.  This study also includes a matched comparison group of 118 mothers of children 
who have normal hearing.  Findings of this study suggest that parents of children who are Deaf 
or HOH rate their children as having significantly higher rates of hyperactivity, demandingness, 
and moodiness, as well as less adaptability (as rated on the Parenting Stress Index), relative to 
the ratings of comparison mothers (Quittner et al., 1990). Additionally, the overall ratings of the 
intensity of child behavior problems (as measured by the Eyberg Child Behavior Inventory) are 
significantly higher for the group of mothers raising children who have hearing impairments.  
Given findings such as these, further examination of the relationships among parenting practices 
and outcomes for children and adolescents who have hearing and communication disorders is 
warranted. 
Parenting Children Who Have Hearing and Communication Disorders 
Risk for Maltreatment.   
Given the high rates of behavior problems in children who have hearing and 
communication disorders, one area of study that is vitally important is an examination of 
discipline practices and child abuse.  Children with disabilities are at greater risk for 
maltreatment than their peers who do not have disabilities (e.g., Ammerman et al., 1994; 
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Sullivan & Knutson, 1998a, 1998b, 2000).  For example, an epidemiological study by Sullivan 
and Knutson (1998a) investigates the incidence of maltreatment from a record review of a 
sample of 39,352 children who are either living in a residential treatment center and/or receiving 
medical services from a hospital.   The overall prevalence rate of maltreatment for this sample is 
15%.  Of the subset of 3,001 children who have experienced abuse, approximately 64% are 
identified as having at least one disability (e.g., mental retardation, hearing impairments, speech 
and language problems, learning disabilities, health impairments).  Of the maltreated children 
who have disabilities, 6.1% are Deaf or HOH, and 8.7% have speech and language problems.  
Overall, children who have disabilities are approximately 1.8 times more likely to be neglected, 
1.6 times more likely to endure physical abuse, and 2.2 times more likely to be victims of sexual 
abuse than children without disabilities (Sullivan & Knutson, 1998a).   
For the children who are identified as experiencing abuse in the Sullivan and Knutson 
(1998a) sample (i.e., including children from both “residential” and “hospital” groups), the 
experience of multiple forms of maltreatment (i.e., emotional, physical, and sexual abuse as well 
as neglect) is more prevalent than the experience of only one type of maltreatment alone.  Of the 
types of maltreatment that are examined, neglect is the most common form of maltreatment 
documented (Sullivan & Knutson, 1998a).  In cases where more than one type of abuse is 
documented, physical abuse is the second most prevalent form of maltreatment, whereas sexual 
abuse is the third most prevalent form of maltreatment.  Unfortunately, immediate family 
members, particularly parents, often are the primary perpetrators of all the types of abuse 
experienced by children and adolescents in this sample (Sullivan & Knutson, 1998a).   
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When further comparisons are made among the different groupings of children in this 
sample (i.e., children who have behavior disorders, children who are disabled but do not have 
behavior disorders, and children who are not disabled), results indicate that children who have 
disabilities experience maltreatment that is longer in duration but that is not greater in severity 
relative to children who do not have disabilities but who also are experiencing abuse (Sullivan & 
Knutson, 1998a).   To determine whether the type of disability is related to maltreatment, the 
researchers also use a specific disability classification strategy that compares children who have 
a hearing and/or communication disorder (i.e., having a hearing impaired, speech and language 
disorder, or learning disability) to a group of children who are not disabled, all from the 
maltreated sample.  Results indicate that having a hearing or communication disorder diagnosis 
is associated significantly with a longer duration of neglect and a higher incidence of sexual 
abuse as compared to maltreated children who are not disabled (Sullivan & Knutson, 1998a).  
Although this study provides support for a hypothesized link between disabilities and 
maltreatment, it still is not certain whether having a disability increases the risk of maltreatment 
or whether maltreatment exacerbates the disability.  Additionally, given that the sample of this 
study is hospital-based, the generalizability of these findings to a larger population is 
questionable (Sullivan & Knutson, 1998a).   
Using the same database studied in the analyses described above (i.e., Sullivan & 
Knutson, 1998a), Sullivan and Knutson (1998b) examine specifically the maltreatment and 
behavioral characteristics of children who are Deaf and HOH.  In this investigation, children who 
are Deaf or HOH experience significantly higher percentages of neglect, physical abuse, and 
multiple forms of abuse as compared to their peers who are not disabled but who have been 
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maltreated.  Also, in the group of children who have been maltreated, the children who are Deaf 
and HOH are significantly more likely to be abused sexually by family members (although there 
are no significant differences with regard to the prevalence of sexual abuse when children who 
are Deaf and HOH are compared to those who are not disabled).  Additionally, children who are 
Deaf and HOH are significantly more likely to be abused physically than children who have 
other disabilities (i.e., learning disabilities, speech and language problems) and those who do not 
have disabilities (Sullivan & Knutson, 1998b).  Similar to the previously discussed study, the 
primary perpetrators of neglect and physical abuse for this group are parents.  Overall, in this 
hospital-based sample, children who are Deaf and HOH specifically experience a greater risk for 
maltreatment than their peers who do not have disabilities (Sullivan & Knutson, 1998b). 
As a population-based replication and expansion of the Sullivan and Knutson (1998a) 
study, Sullivan and Knutson (2000) investigate the prevalence of maltreatment against children 
who have disabilities by examining case files from 50,278 children enrolled in public school.  In 
this sample, the overall prevalence rate of maltreatment is approximately 9%.  In contrast, for 
children who have disabilities that are ‘educationally relevant’ (e.g., autism, behavior disorder, 
Deaf-blindness, hearing/communication impairment, visual impairment, health problems, mental 
retardation, traumatic brain injury, multiple disabilities), the prevalence rate of at least one type 
of abuse is 31%.  These statistics reveal that children who have a disability are approximately 3.4 
times more likely to become victims of some type of abuse than children who do not have a 
disability (Sullivan & Knutson, 2000).  Similar to the Sullivan and Knutson (1998a) study, 
neglect is the most common form of abuse (i.e., with physical, emotional, and sexual abuse 
following closely behind and often documented in combination with other types of 
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maltreatment), and immediate family members comprise a majority of the identified perpetrators.  
Further, the children who have disabilities experience maltreatment at younger ages, with 
preschool aged children experiencing significantly higher rates of neglect, physical abuse, 
emotional abuse, and sexual abuse relative to older children who are disabled (Sullivan & 
Knutson, 2000).   
Sullivan and Knutson (2000) also report that some specific disabilities (i.e., 
communication disorders and health/orthopedic problems) are viewed as early risk factors for 
maltreatment, whereas other disabilities (i.e., behavior disorders and mental retardation) are 
possibly both risk factors and consequences of maltreatment at later ages.  Moreover, children 
and adolescents who have multiple disabilities (e.g., pervasive developmental problems, mental 
retardation, comorbid psychiatric disorders requiring hospitalization) also experience lifetime 
prevalence rates of maltreatment as high as 61%, with physical abuse being more common than 
neglect (Ammerman et al., 1994).  With mounting evidence to suggest an alarming link between 
children and adolescents having at least one disability and experiencing several forms of 
maltreatment, it is important that research be conducted to evaluate the disorder-specific or 
disability-related characteristics that may play a role in this relationship and promote problematic 
outcomes for children and adolescents.   
Child Maltreatment and Children’s Behavior Problems.   
As noted, children who have hearing and communication disorders compose one group 
that is at particular risk for several types of child maltreatment (e.g., Knutson & Sullivan, 1993; 
Sullivan & Knutson, 1998b, 2000).  Given this association, it is conceivable that high rates of 
behavior problems in children who have hearing and communication disorders may be related, at 
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least partially, to high rates of victimization.  For example, Sullivan and Knutson (1998b) 
investigate the incidence of behavior problems in a study examining parents’ ratings of 312 
children and adolescents ranging in age from 4- to 18-years and having had “significant 
sensorineural hearing loss which qualified them for special education services” (Sullivan & 
Knutson, 1998a, p. 310).  These children and adolescents all experience some type of 
maltreatment and are categorized into one of five groups:  1) victims of abuse ‘only’ (n = 123), 
2) victims of abuse who are also perpetrators (n = 58), 3) victims of abuse who are also 
substance abusers (n = 7), 4) victims of abuse who are also perpetrators and substance abusers (n 
= 23), and 5) those who are not abused and are serving as a control group (n = 101; Sullivan & 
Knutson, 1998b).   
Results of parents’ ratings regarding the behavior of those in the abused only, 
abused/perpetrator, and abused/perpetrator/drug groups reveal significantly higher composite 
scores (i.e., internalizing, externalizing, and total behavior problem scores) and subscale scores 
(i.e., withdrawn, anxious/depressed, social problems, thought problems, attention problems, 
aggressive behavior, and PTSD symptom scores) relative to the control group.  In general, 
children and adolescents who are Deaf or HOH and who experienced abuse are rated as having 
more severe behavior problems in several areas as compared to children and adolescent who are 
not Deaf or HOH and who do not have a history of maltreatment (Sullivan & Knutson, 1998b).  
The authors hypothesize that higher rates of behavior problems in this group may be related to 
the experience of abuse; however, causality cannot be determined (Sullivan & Knutson, 1998b).  
Clearly, based on the information available regarding the relatively high rates of behavior 
problems and the prevalence of maltreatment in children and adolescents who are Deaf and 
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HOH, substantially more research must be conducted to understand potential precursors to child 
maltreatment experiences. 
Child Maltreatment in Conjunction with Parent and Child Characteristics.   
In the context of understanding the developmental course of maltreatment, several 
parenting factors are postulated to contribute to the high risk of maltreatment in children and 
adolescents who have multiple disabilities.  These factors may include parent-child attachment 
disruption, stress related to the healthcare needs of children who have disabilities, and 
vulnerability related to communication problems and/or cognitive limitations (Ammerman, 
Lubetsky, Hersen, & Van Hasselt, 1988).  These components of parenting inherently involve the 
fit between parent and child characteristics as well as the assessment and management of stable 
and changing demands on parents and children that may complicate an already stressful 
environment.  Successful resolution of these issues requires flexibility, patience, and a 
willingness to adjust parenting approaches to difficult child behavior.  In contrast, high levels of 
perceived stress in combination with elevated levels of problematic parent and child emotional 
and/or behavioral problems likely set the stage for maladaptive or harmful interactions between 
parents and their children who have hearing and communication disorders. 
Some empirical studies investigate factors that may influence the occurrence of child 
maltreatment.  For example, Ammerman and Patz (1996) investigate the contribution of certain 
unique parent- and child-related factors in the potential for abuse (using the Child Abuse 
Potential Inventory) in a group of 132 mothers of young children ranging in age from 2- to 8-
years who either have or do not have disabilities (e.g., blindness, developmental delays, cerebral 
palsy, multiple disabilities). Results including the entire sample suggest that, after controlling for 
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socioeconomic status, intelligence, and maternal age, parents’ psychiatric symptomatology and 
perceived social support account significantly for the highest variance in abuse potential. 
Perceived parenting stress due to child characteristics (as measured by the Child Domain of the 
Parenting Stress Inventory) also adds a significant amount of variance in the prediction of abuse 
potential.  Essentially, variables related both to parents’ symptoms and parent-child interactions 
are implicated in predicting the likelihood of abusive parenting (Ammerman & Patz, 1996).   
Similarly, Ammerman and colleagues (1994) find that maternal characteristics (e.g., high 
reported anger responsivity, social isolation) and child characteristics (e.g., mild functional 
impairment) both are associated with parents’ use of harsh discipline in families of children who 
are disabled.  Given such findings, it appears that parents’ personal characteristics do not explain 
fully their tendency to use harsh discipline practices with their children who are disabled.  
Instead, a combination of parent factors in conjunction with parent-child interaction 
characteristics may better explain the use of harsh discipline practices in these families.  More 
specifically, results of this study suggest that, in families raising children who have hearing and 
communication disorders, the interplay between parent and parent-child factors may create an 
environment in which these parents may resort more readily to the use of extreme or harsh 
punishment.  Parents may become especially likely to use such punishments after their repeated 
attempts of usual parenting strategies are perceived to be ineffective over time (e.g., Greenwald, 
Bank, Reid, & Knutson, 1997).  More information about the discipline practices of parents 
raising children and adolescents who have hearing and communication disorders is needed. 
17 
 
Use of Discipline Practices.  
Though limited in scope, there is some information on the utilization of physical 
discipline by parents raising children who are Deaf or HOH (Knutson, Johnson, & Sullivan, 
2004; Sullivan & Knutson, 1998b).  For example, Brubaker and Szakowski (2000) examine 
parents’ practices (as reported on the Alabama Parenting Questionnaire) and reports of child 
behavior (as measured by the Eyberg Child Behavior Inventory [ECBI]) for the parents of 39 
children who are Deaf and 37 children who have normal hearing.  All the children range in age 
from 3- to 8-years.  Ratings of children who are Deaf on the Intensity Scale of the ECBI are 
significantly higher than those of children who have normal hearing, indicating higher 
frequencies of conduct problem behaviors.   Interestingly, there are no significant differences 
between matched and unmatched parent-child communication modes (e.g., a match between the 
child’s preferred communication method and the parent’s actual communication method) in 
reported child behaviors for the children who are Deaf. The researchers note a relationship 
between parents’ ratings on the ECBI Problem Scale and the APQ Corporal Punishment scale for 
children who are Deaf, however.  This finding indicates that parents’ subjective perception of 
their children’s behavior as severe, rather than frequent, is related to their endorsement of 
corporal punishment.  In contrast, ratings from parents of children who have normal hearing 
indicate that there is a significant association between the APQ Inconsistent Parenting scale and 
the ECBI Intensity Scale.  This relationship suggests that inconsistency is related to the 
frequency of problematic child behavior in this group.  Results also reveal that, compared to 
parents raising children who have normal hearing, parents of children who are Deaf are just as 
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likely to endorse positive parenting strategies, consistent discipline, and good supervision and to 
use corporal punishment (Brubaker & Szakowski, 2000).   
In another study, Knutson, Johnson, and Sullivan (2004) investigate the discipline 
choices of three samples of mothers: 57 mothers raising children who are prelingually Deaf and 
who were evaluated for cochlear implants, 22 mothers of children who are prelingually or 
perilingually Deaf and who volunteered independently for participation, and 27 mothers raising 
children who have normal hearing.  In this study, the mothers are presented with an Analog 
Parenting Task, in which they are shown slides depicting children engaging in either 
developmentally appropriate activities or inappropriate behaviors (e.g., destructive, dangerous, 
and rule-violating acts).  Mothers are asked to consider themselves in the role of caretaker for the 
child depicted and rate several dimensions of their perceptions, including their emotional 
reaction, their classification of the child’s behavior, and their most likely choice of discipline to 
address the behavior depicted. Results show that, across all conditions, the two groups of 
mothers raising children who are Deaf do not differ significantly in their ratings of physical 
discipline.  In contrast, these two groups endorse significantly higher rates of physical discipline 
than the mothers of children who have normal hearing. Additionally, the mothers of children 
who are Deaf are more likely to escalate their disciplinary response (i.e., shifting from 
nonphysical to physical punishment) in response to dangerous and destructive scenes relative to 
mothers raising children who have normal hearing (Knutson, DeGarmo, & Reid, 2004).   
Overall, the findings of this study support the discipline-mediated model of physical 
discipline proposed by Greenwald and colleagues (1997).  This model suggests that harsh or 
extreme physical discipline practices should be conceptualized as an escalation of normative 
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physical discipline to an injurious level. Greenwald and colleagues (1997) suggest that injurious 
physical discipline and normative discipline may not differ qualitatively for these parents but that 
the level of discipline escalation may vary depending upon several parent and parent-child 
characteristics.  As Greenwald and colleagues (1997) suggest, injurious parent-child interactions 
are a “long-term outcome of chronic and escalated coercive exchanges” (Greenwald et al., 1997, 
p. 260), a parent-child interaction effect that is documented previously by other researchers (e.g., 
Knutson & Bower, 1994; Reid, 1986).   
In an effort to examine potential mechanisms for problematic parenting, Greenwald and 
colleagues (1997) investigate whether parents’ discipline mediates the relationships between 
several predictors (i.e., parent irritability, stress, and child coerciveness) and punitive parenting 
(based on combined subjective and objective reports).  These predictors are included in this 
study based on previous research identifying them as strong correlates of physical child abuse.  
Two hundred six high-risk parents serve as participants in this study, including 44 parents who 
are identified as engaging in punitive parenting and 162 who are using nonpunitive parenting.  
Punitive parenting is measured by home observations (using the Family Process Code system) 
and self-reports (completed in-person or through telephone interviews), with high ratings on two 
composite scores (i.e., Harsh Discipline and Observed Aggression) being required to be 
categorized in this group. Spanking is excluded from the composite of punitive parenting 
because the researchers consider this practice to be normative, as a high percentage of American 
parents report spanking their children regularly (for a review, see Flynn, 1996).   
The structural equation modeling approach that Greenwald and colleagues (1997) use 
reveals that the hypothesized discipline-mediated model of punitive parenting is supported and 
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accounts for 28% of the variance.  Parent irritability is the only path that does not demonstrate 
significance in its relationship to punitive parenting, but family stress and child coerciveness 
both exhibit significant paths to punitive parenting.  Based on the results of this study, the direct 
effects of parents’ perceived family stress and child coerciveness on punitive parenting are 
mediated by parents’ use of ineffective discipline strategies.  The fit of the hypothesized model 
to the data suggests that harsh parenting practices are used after parents’ other discipline 
practices prove inadequate or ineffective.  That is, direct paths from parental factors to punitive 
parenting are best described within the context of the mediation effect of discipline.  In general, 
Greenwald and colleagues (1997) provide empirical support for a model of the emergence of 
punitive parenting that implicates the direct effects of individual parent characteristics and the 
interactional components of the parent-child relationship.  In other words, ineffective parenting 
strategies serve as the mediating factor between perceived stress and child coerciveness and 
parents’ use of punitive parenting strategies.   
The discipline-mediated model of harsh punishment first discussed by Greenwald and 
colleagues (1997) may be a particularly good fit with the experiences of parents raising children 
who have hearing and communication disorders (e.g., Knutson, Johnson, & Sullivan, 2004).  
This model may be related to the increased parenting stress associated with caring for a child 
who is disabled as well as the potentially negative effects of disrupted parent-child relationship 
characteristics (e.g., communication difficulties and problematic parent involvement; these 
characteristics will be discussed later).  Since parents’ irritability does not demonstrate a 
significant relationship with punitive parenting in the study by Greenwald and colleagues (1997), 
it seems logical to examine a similar model incorporating parent variables that demonstrate 
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clearly significant relationships with discipline choices and behavior outcomes for children and 
adolescents (e.g., parents’ psychological symptomatology; Fergusson, Lynskey, & Harwood, 
1993; Renk et al., 2007a).  Such parent variables serve as a replacement for irritability in the 
model.  Also, parents’ use of other discipline tactics should be investigated to reveal more 
information about the range of parenting and discipline strategies used commonly with children 
and adolescents who have hearing and communication disorders. 
Examining a range of parenting and discipline strategies may be particularly important, 
as parents vary in their strategies of negotiation and control over their children’s behavior.  
Further, parents’ resolution of control issues may be central to the maintenance of a successful 
parent-child relationship (Donovan, Leavitt, & Walsh, 2000).  When communication problems 
do exist, the resolution of parent-child control exchanges likely becomes increasingly frustrating.  
Based on previous work, the likelihood of these parents escalating their discipline toward 
physical punishment, particularly in response to perceived child conduct problem behaviors, is 
high (Knutson, Johnson, & Sullivan, 2004).  Such findings support the notion that characteristics 
unique to children who have disabilities require parents to implement parenting techniques and 
discipline strategies that respond specifically to the needs of their children (Gregory, 1995).  
Since there is a lack of sufficient research explaining clearly the factors that contribute to harsh 
discipline practices with children and adolescents who have disabilities, investigation of these 
relationships will be a central focus of this study.  This information likely will serve as a basis 
for future interventions that may help these parents tailor their discipline strategies to suit the 
needs of their children and adolescents who have special needs. 
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Discipline and Behavior Problems.  
Although the research literature documents relationships among hearing and 
communication disorders, the experience of abuse, and the occurrence of behavior problems, 
there is a clear paucity of research investigating parenting factors relevant to children who have 
hearing and communication disorders. Therefore, more research is needed to examine the 
prevalence of psychological symptomatology in children and adolescents who have hearing and 
communication disorders.  Further, the relationship of parent and family characteristics (Van 
Eldik et al., 2004), such as parenting practices (Maccoby & Martin, 1983), and the difficulties of 
these children must be investigated as well. In families raising children who do not have 
disabilities, however, parents’ discipline generally demonstrates a clear link to the development 
of emotional and behavioral problems in children and adolescents.  As a result, this literature 
may be informative for understanding the relationships among these variables in families raising 
children and adolescents who have hearing and communication disorders. 
In general, parenting strategies utilizing inductive reasoning, the expression or 
conveyance of warmth, open communication, age-appropriate levels of involvement, and 
consistent implementation of realistic guidelines predict more positive emotional and behavioral 
outcomes for children and adolescents (e.g., Kochanska, 1993; Kuczynski, Kochanska, Radke-
Yarrow, & Girnius-Brown, 1987; Pettit, Dodge, & Brown, 1988; Stormshak, Bierman, 
McMahon, & Lengua, 2000).  In contrast, parenting practices that are physically aggressive or 
abusive are correlated with more behavior problems in children and adolescents (e.g., Aucoin, 
Frick, & Bodin, 2006; Knutson & Schartz, 1997; Stormshak et al., 2000).  Given that children 
who have special needs are at a higher risk of being maltreated (e.g., Ammerman et al., 1994; 
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Sullivan & Knutson, 1998a, 1998b, 2000), it is increasingly important to identify the discipline 
practices that are used commonly by the parents of these children and adolescents, to discern 
which strategies are proving to be ineffective over time, and to investigate how these experiences 
contribute to the escalation of harsh discipline.  Equally important, an evaluation of the 
contributions of parents’ characteristics to the behavioral management of children and 
adolescents who have hearing and communication disorders would provide useful information 
for tailoring parenting interventions that may be used with this population. 
Parent Characteristics in the Context of Parenting Children and Adolescents Who Have Hearing 
and Communication Disorders 
Parenting Stress and Discipline.  
All families endure a wide variety of acute and chronic stressors that may affect 
differentially each member of the family system.  For parents, the unique responsibilities, 
concerns, and strains related to the caregiver role may contribute to parenting stress.  In 
particular, the demands that are inherent to the parenting role potentially may lead to high levels 
of perceived stress (Abidin, 1995; Koeske & Koeske, 1990), with even low levels of stress being 
related to ineffective parenting behaviors (Abidin, 1992) and undesired outcomes for children.  
These outcomes may include internalizing and externalizing behavior problems and low social 
competence (e.g., Gutermuth-Anthony et al., 2005).  Given these findings, it is likely that parents 
of children who have hearing and communication disorders likely will experience elevated levels 
of parenting stress (e.g., Feher-Prout, 1996).  Thus, parenting stress may be particularly relevant 
to the discipline strategies that are used by parents and the behavioral outcomes of children and 
adolescents. 
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In fact, Abidin (1992) describes a model regarding the determinants of parenting 
behaviors that may apply to families in general but that also is relevant to families raising 
children who have hearing and communication disorders.  In this model, parenting stress is 
suggested to result from the combination of parents’ perceptions of threat and available supports 
in their environments.  Thus, parents’ motivational efforts to seek support would determine, at 
least in part, the success of parenting in this model (Abidin, 1992).  Further, a review by 
Webster-Stratton (1990) regarding the impact of parenting stress on dimensions of parenting 
behaviors demonstrates an association between parenting stress and parents’ use of harsh and 
coercive discipline practices.  Additionally, parenting stress is linked to parents’ reports of 
dissatisfaction and psychological symptomatology (e.g., Koeske & Koeske, 1990).  Thus, 
parenting stress appears to be a critical component for understanding parents’ use of discipline 
strategies in most families and particularly in families raising children who have hearing and 
communication disorders. 
For parents raising children and adolescents who have hearing and communication 
disorders, the parenting role often is perceived as more demanding and as causing increased 
subjective feelings of stress related to parenting activities and family routines, particularly when 
compared to parents raising children and adolescents who have normal hearing (Quittner et al., 
1990).  In an examination of a similarly challenged population, Patterson and McCubbin (1983) 
discuss the multilevel impact that stress related to children’s chronic illnesses may have on the 
family system.  The authors note that the primary feature distinguishing a chronic illness from an 
acute problem is the central role of the family in managing the care and the ongoing needs of 
children resulting from their illnesses (Patterson & McCubbin, 1983).  The authors summarize a 
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list of challenging issues often experienced by families raising children who have chronic 
illnesses.   
Such difficulties may include strained family relationships.  Such strain may be observed 
as parents’ overprotectiveness impeding children’s development of independence, coalitions 
between primary caregivers and children who are ill (often leaving out other family members), 
blaming (explicitly or implicitly) children or parents for being responsible (i.e., genetically) for 
the illness, rejection of children, worry about increased family responsibilities, sibling 
competition for attention/time and comparisons, and increased tension and conflict in the 
household (Patterson & McCubbin, 1983).  Other issues may include adjustments in family 
routines and activities (i.e., less flexibility, fewer opportunities for leisure activities, and worries 
about how activities will affect children who are ill), the time consumed by tasks related to the 
illness (e.g., doctor’s visits, acquisition and maintenance of equipment), the financial strain 
placed on the family (e.g., due to specialist consultations, equipment needs, therapy), and the 
social isolation of the family due to negative or distant responses from friends or family or fear 
regarding the impact of exposure to outside situations on children who are ill (Patterson & 
McCubbin, 1983).  Many, if not all, of these stressors affect families raising children who have 
hearing and communication disorders. 
These circumstantial demands may put parents at risk for higher rates of depression, 
physical illness, social isolation, and marital problems relative to parents of children who do not 
have disabilities (e.g., Bouma & Schweizer, 1990; Quittner et al., 1990).  Brubaker and 
Szakowski (2000) also describe several sources of stress that are unique to families raising 
children who are Deaf or HOH, including initial and developmental adjustments to their 
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diagnosis, factors related to the choice and implementation of communication modes between 
parents and children, the financial impact and usage of technological support devices (e.g., 
hearing aids), and ongoing interactions with support professionals (e.g., audiologists, 
speech/language pathologists, teachers, physicians).  Therefore, the compounded effects of 
multiple, chronic stressors present in families raising children who have hearing and 
communication disorders may relate to increased levels of psychological symptoms in both 
parents and their children.  These symptoms may, in turn, be related to the disciplinary 
interactions of parents and children.  For parents of children who have special needs, parents’ 
heightened stress level also may impact their psychological well-being, increasing their feelings 
of sadness, guilt, and anger.  Specifically, this heightened level of stress may relate to the 
reportedly higher rates of depression, interpersonal sensitivity, anxiety, and hostility experienced 
by mothers of children who are Deaf or HOH as compared to mothers of children who have 
normal hearing (Quittner et al., 1990).  These feelings, in turn, may affect their choice of and 
effectiveness in using certain discipline practices (Quittner et al., 1990). 
One recent study by Joshi and Gutierrez (2006) investigates the relationships among 
parenting stress, parent-adolescent relationship quality, and communication as reported by 62 
Hispanic mothers and 62 Hispanic fathers.  In this group of Hispanic parents of adolescents who 
do not have disabilities, lower endorsements of parenting stress (as rated on the Stress Index for 
Parents of Adolescents) correlate with positive parent-adolescent relationship characteristics, 
such as better communication, closeness, and mutual support (as rated on the Parent-Adolescent 
Communication Scale).  In general, this study supports the notion that, in families raising 
children and adolescents who do not have disabilities, higher rates of perceived parenting stress 
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are associated with disruptions in several dimensions of the parent-child relationship.  Thus, in 
families raising children and adolescents who have hearing and communication disorders, 
perceived stress levels experienced by parents likely will be related to the quality of their 
relationships with their children and adolescents in the same manner.  In other words, higher 
reported experiences of stress will be related negatively to parent-child closeness, 
communication, and supportive involvement. 
Parents’ Psychopathology, Ratings of Child Behavior, and Discipline.   
Beyond parenting stress, parents’ psychopathology is described as a primary risk factor in 
the development of behavior problems in children (Renk, Phares, & Epps, 1999; Sameroff & 
Seifer, 1983) and is linked to the long-term adjustment of adolescents (Pilowsky, 
Wickramarante, Nomura, & Weissman, 2006).  Specific dimensions of parents’ 
psychopathology, such as depressive and anxious symptomatology, demonstrate unique, direct 
relationships with parents’ ratings of behavior and outcomes in children and adolescents 
(Fergusson et al., 1993; Najman et al., 2000; Renk et al., 2007a).  For example, the association 
between parents’ depression and ratings of emotional and behavioral problems in children and 
adolescents is established (e.g., Fergusson et al., 1993; Najman et al., 2000); however, the 
explanations of this association vary.  Some suggest that the experience of depression may bias 
parents’ ratings of the behavior exhibited by their children and adolescents (e.g., Fergusson et al., 
1993; Renk et al., 2007a), whereas others suggest that parents who are depressed may rate the 
behavior of their children and adolescents more accurately (i.e., as a result of depressive realism; 
Boyle & Pickles, 1997; Richters & Pellegrini, 1989).  
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Investigations of the impact of parents’ anxiety on child outcomes produce varying 
results as well.  For example, some research refutes a link between parents’ anxiety and higher 
rates of reported symptomatology in children (e.g., Ginsburg, Grover, & Lalongo, 2004), 
whereas other results suggest that parents who experience heightened levels of anxiety are more 
likely to rate their children as experiencing internalizing behavior problems (Beidel & Turner, 
1997; McClure, Brennan, Hammen, & LeBrocque, 2001; Turner, Beidel, & Costello, 1987). In 
either case, the perceptions held by parents who are depressed and/or anxious likely will be 
related to the interactions that parents and their children and adolescents experience.  Research in 
this area, however, remains limited, particularly with regard to children and adolescents who 
have hearing and communication disorders. 
Thus, parents’ psychopathology also is related to parenting behaviors, with parents’ 
depression, anxiety, disruptive behavior, personality difficulties, and substance use disorders 
each correlating significantly with parents’ use of harsh punishment (Johnson, Cohen, Kasen, & 
Brook, 2006). Several other factors may mediate this relationship, however (e.g., comorbid 
disorders, age, education, income, intelligence, child characteristics). For example, higher levels 
of parents’ depression are related significantly to more inconsistent parenting, lesser expressions 
of affection, and more verbal abuse toward children (Johnson et al., 2006). Other direct 
relationships are noted between higher rates of parents’ anxiety and poorer communication with 
children, more inconsistent rule enforcement, lower amounts of time spent with children, and 
lesser expressions of affection toward children (Johnson et al., 2006). Overall, clear relationships 
between parents’ psychopathology and subsequent parenting behaviors are established. 
29 
 
In some cases, parents may experience higher sensitivity (Quittner et al., 1990) and 
perceived distress (Turner, Biedel, Roberson-Nay, & Tervo, 2003) in response to their children’s 
behavioral transgressions as a result of their own psychopathology.  Therefore, if these parents 
are more sensitive and perceive their children to have highly significant or severe behavior 
problems, these perceptions will likely guide the types and the extent of discipline used with 
children and adolescents (Brubaker & Szakowski, 2000).  This relationship may be particularly 
noteworthy if frequent coercive exchanges increase parenting stress and if parents feel less 
effective using normative practices as a result (Greenwald et al., 1997).  That is, the use of 
perceptually ineffective practices may result in these parents resorting to the use of more 
physical strategies aimed at eliciting desired behaviors or ceasing undesirable behaviors. 
Although more research exists examining these relationships in families raising children and 
adolescents who do not have disabilities, few studies examine these relationships in families 
raising children and adolescents who have hearing and communication disorders.  As a result, 
these relationships as well as other potential precursors to harsh discipline, such as characteristics 
of the parent-child relationship, are examined in this study.  
The Parent-Child Relationship 
Communication.  
Sroufe (1996) suggests that children’s experiences during the first few years of life, 
particularly related to interactions with their primary caregivers, set the groundwork for the 
development of patterns and synchronicity between children’s actions and their environments.  
As children develop, caregivers’ roles also must adapt to the changing physical, cognitive, and 
emotional needs of their children.  Attachment theory (Ainsworth, Blehar, Waters, & Wall, 1978; 
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Ainsworth & Wittig, 1969) suggests that the attachment bond formed early on within the parent-
child relationship is related to the efficacy with which children are able to securely and 
effectively achieve their goals.  According to this theory and based upon empirical investigations 
using the Strange Situation Procedure (e.g., Ainsworth & Wittig, 1969), children who develop a 
secure attachment style (i.e., as compared to an insecure-avoidant, insecure-resistant, or 
disorganized/disoriented attachment; Main & Solomon, 1990) will likely become more 
emotionally independent and able to navigate successfully and autonomously within varying 
contexts (Sroufe, 1996).  In contrast, a disrupted parent-child bond is thought to inhibit the 
development of autonomy, feelings of self-efficacy, and competence (Sroufe, 1996).   
With regard to attachment and bonding between parents and their children who have 
hearing and communication disorders, Mathos and Broussard (2005) suggest that the parent-
infant attachment process may be disrupted early on.  This disruption is sometimes due to a delay 
in the diagnosis of hearing impairments in these children.  Unfortunately, such delays occur 
relatively often (Yoshinaga-Itano, 1998) and may cause parents who have normal hearing to 
have subsequent difficulty in reading and responding appropriately to the cues of their infants 
who are Deaf or HOH.  Parents of infants who have normal hearing recognize their infants’ 
signals and respond by providing sensitive, cooperative interactions using acts of stimulation 
(e.g., gentle voice tones, pausing during verbal communication, head nodding, changing facial 
expressions).  Many of these natural and instinctual parenting responses may not be received in 
the same manner by children who have hearing and communication disorders, as they require 
responses that are not related to auditory processes.  For example, the sound of a mother’s voice 
may not be as soothing of an experience for a child who is HOH relative to a child who has 
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normal hearing.  Subsequently, children who are Deaf or HOH may require other methods of 
communication and reassurance (e.g., physical touch) to receive the same effect.  Thus, the 
parent-child bond may be affected negatively by a lack of mutuality in identifying and 
responding to each other’s communication cues early on in the lives of children who have 
hearing and communication disorders.   
In addition to the effects that a delay in diagnosis may have on parent-child 
communication, the use of hearing aids and cochlear implants is another factor that affects 
communication between parents and their children and adolescents who have hearing and 
communication disorders.  The use of such devices may increase an individual’s ability to hear; 
however, these devices cannot correct all hearing impairments (i.e., as glasses or contact lenses 
may do for those who are impaired visually). Unfortunately, the complex interaction between the 
brain and a normally hearing ear cannot be completely replaced artificially (Gallaudet Research 
Institute, 2001).  For example, extraneous noises (e.g., ceiling fans, many voices) often interfere 
and are difficult to filter out when using these devices.  The decision to use hearing aids or 
cochlear implants often is complicated for parents of children who have hearing and 
communication disorders.  Eligibility and professional recommendations influence parents’ 
decision regarding selection of implantation for their children who are Deaf (e.g., Li, Bein, & 
Steinberg, 2004); however, beyond the influence of these factors, parents’ decisions also are 
based upon their personal beliefs, values, and practical considerations (Li et al., 2004).  Even if 
parents choose to provide their children with cochlear implants, researchers note that, although 
implantation of cochlear implants improves the ability to detect sound, these children may not 
necessarily function equally as well as children who have normal hearing (Li et al., 2004).  
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Therefore, the communication between parents and children, even when the children use hearing 
aid devices, may remain disrupted or difficult. 
 As noted previously (e.g., Ammerman & Patz, 1996), parent-child interactions and 
relationship characteristics (e.g., communication) may be related closely to parenting behavior.  
For example, given that parents raising children who are Deaf often overestimate their children’s 
ability to hear (English, 2002), it may be that these parents also have a distorted perception of 
their children’s ability to understand the information conveyed and, in turn, to comply with 
parents’ directions.  This pivotal error in communication may explain partially these parents’ 
tendency to use harsh discipline practices.  It may be that their initial attempts to elicit 
compliance from their children and adolescents via parenting strategies that depend upon verbal 
communication may prove ineffective.  This ineffectiveness subsequently may increase parents’ 
frustration and lead to more severe practices in an effort to elicit desired behaviors from children 
and adolescents.  Thus, in general, parents who engage in harsh discipline may have, over time, 
developed faulty interpretations of the misbehavior of their children and adolescents due to their 
limited understanding or consideration of the communication gap between themselves and their 
children and adolescents. These faulty interpretations may be present during many, if not all, 
disciplinary interactions. 
 In support of this notion, previous research shows that parents tend to display more 
negative responses to children’s behavior if that behavior is viewed as intentionally malicious 
(e.g., Dix & Lochman, 1990).  Similarly, Bugental, Blue, and Cruzcosa (1989) report that the 
cognitions held by parents, particularly regarding their perceived control in parent-child 
interactions, are an important factor in predicting their propensity toward maltreatment of 
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children and adolescents.  In their study, these researchers investigate a “perceived balance of 
control over failure” (PCF) composite score (generated from the Parent Attribution Test; 
Bugental et al., 1989, p. 536).  Higher PCF composite scores indicate low perceived control by 
the caregivers themselves combined with high perceived child control over caregiving failure.  
Results indicate that parents who are physically abusive report feeling that they lack power in 
their relationship with their children significantly more than parents who are not abusive.  This 
finding suggests that parents who are abusive perceive their children as being in control during 
disciplinary interactions.  Further, PCF composite scores (i.e., low control by the parent and high 
control by the child) predict significantly abusive behaviors and nonabusive coercive parenting 
(Bugental et al., 1989).   
 Given these findings, it may be that, during disciplinary exchanges between parents and 
their children who have hearing and communication disorders, parents may perceive their 
children’s noncompliance as intentional and attribute high control over those situations to their 
children.  Over time, parents who develop these schemas of their children may experience an 
increased likelihood of using harsh discipline practices, particularly after other normative 
parenting practices are used without producing the desired effect.  These parents likely fail to 
consider a multitude of other viable reasons why their children who have hearing and 
communication disorders may not comply immediately.  Such reasons may include a 
problematic basic communication of information, leading to the children’s inability to identify 
and/or understand the components of the instruction, the reasoning for a particular 
command/request, or the existence of reinforcements (e.g., parents’ verbal confirmation, parents’ 
facial expressions).  Additionally, disrupted parent-child communication also may relate to the 
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level and the quality of involvement between parents and their children who have hearing and 
communication disorders.  This involvement then may be related differentially to parents’ 
disciplinary choices. 
Parent-Child Involvement.   
Surprisingly, limited research exists examining the relationship between parents’ 
involvement and the emotional and behavioral outcomes of children and adolescents.  One study 
(Simons, Johnson, & Conger, 1994), however, investigates longitudinally parent-child 
involvement (i.e., defined as warmth/affection, consistency, monitoring/supervision, and 
inductive reasoning strategies) and harsh discipline in 404 families raising adolescents.  Results 
of this investigation indicate that the quality of parents’ involvement predicts significantly 
adolescents’ aggressiveness, delinquency, and psychological outcomes (Simons et al., 1994), 
whereas harsh discipline does not demonstrate significant correlations with adolescent symptoms 
(Simons et al., 1994).  Given that parents’ involvement is a strong predictor of adolescent 
outcomes in these families raising adolescents who have normal hearing, it seems reasonable to 
infer that parents’ involvement will be equally, if not more, important for the emotional and 
behavioral outcomes of children and adolescents who have hearing and communication 
disorders.   
 In an effort to examine differences between families raising children who have normal 
hearing and those raising children who have hearing and communication disorders, one 
comparison study shows that parents raising children who have normal hearing report a 
significantly higher degree of involvement with their children when compared to parents raising 
children who are Deaf (Brubaker & Szakowski, 2000).  This lower level of involvement of 
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parents raising children who are Deaf may relate to various factors, including potential 
difficulties in establishing mutually reinforcing communication strategies or the influence of 
parents’ psychopathology, as noted above.  In contrast, parents raising children and adolescents 
who have disabilities at times may become overly involved or enmeshed in the lives of their 
children and adolescents. Such enmeshment may result from the demanding caretaking role that 
parents assume in managing the specialized needs of their children and adolescents (Patterson & 
McCubbin, 1983).  Therefore, it appears that extreme levels of involvement may relate to the 
outcomes of these children and adolescents.  In general, the relationships among the degree of 
parent-child involvement, disciplinary choices, and child behavior outcomes, however, are not 
investigated clearly, and no evaluations (i.e., aside from Brubaker & Szakowski, 2000) of these 
relationships with regard to families raising children who have hearing or communication 
disorders are noted.  As a result, the current study augments the literature in this area with a 
specialized population of parents raising children and adolescents who have hearing and 
communication disorders. 
The Current Study 
The NIDCD “Strategic Plan” for 2006-2008 (see NIDCD, 2006) identifies several areas 
in need of research pertinent to communities of individuals who have hearing and 
communication disorders.  Early identification and intervention for language and communication 
development is deemed integral in minimizing the potentially negative developmental impact of 
Deafness, hearing impairments, and other communication problems.  The Strategic Plan, 
however, neglects to identify parent-specific characteristics or parent-child relationship factors 
that potentially may impact the psychological health of both parents and their children and 
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adolescents who have hearing and communication disorders.  It is likely that enhancing abilities 
in communication, language, and learning alone may not protect these children and adolescents 
from psychological problems if several other family factors may be identified that contribute to 
the development, maintenance, and/or exacerbation of problem behaviors.  This study is an 
investigation of possible parent characteristics and behaviors that partially may explain the use of 
harsh physical discipline with children who have hearing and communication disorders.  By 
identifying predictors of corporal punishment in this population, interventions targeted at 
alleviating the negative effects of such variables may lessen the likelihood that these parents will 
engage in such potentially harmful parenting practices. 
Hypotheses 
Hypothesis 1.   
The use of ineffective discipline practices will mediate the relationship between parents’ 
functioning and their endorsement of corporal punishment (see Figure 1).  It is hypothesized that 
parents raising children who have hearing and communication disorders and who are sampled in 
this study will experience heightened psychological distress associated with their parenting 
responsibilities and stress.  Further, their parenting or discipline choices are hypothesized to 
reflect a tendency toward harsh practices.  In essence, it is likely that parents raising children 
who have hearing and communication disorders will perceive the behavior of their children and 
adolescents to be more problematic, prompting these parents to perceive their parenting 
strategies to be ineffective and prompting them to use more coercion of their children and 
adolescents to resolve issues.  Thus, physical discipline and other coercive discipline strategies 
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will be employed as the main resolution strategy (Greenwald et al., 1997; Knutson, Johnson, & 
Sullivan, 2004).   
Hypothesis 2.  
Problematic characteristics of the parent-child relationship will moderate the relationship 
between parents’ functioning and their endorsement of corporal punishment (see Figure 2).  It is 
hypothesized that parents’ psychopathology and stress will predict independently their discipline 
choices; however, disruptions in parent-child communication and involvement are hypothesized 
to interact with these parent characteristics in their prediction of corporal punishment 
(Gutermuth-Anthony et al., 2005; Johnson et al., 2006).  In essence, the degree to which 
individual parent characteristics are related to parents’ use of corporal punishment will depend 
on the degree of disruption in communication and involvement that exists between the parents 
and their children and adolescents who have hearing and communication disorders. 
Hypothesis 3.  
Ineffective discipline practices and problematic parent-child relationship dimensions together 
will account for a significant portion of the variance in parents’ endorsement of corporal 
punishment (see Figure 3).  It is hypothesized that ineffective discipline practices in combination 
with potentially disrupted parent-child communication and involvement will predict parents’ use 
of corporal punishment, thereby partially explaining some of the reasons why parents may elect 
to engage in corporal punishment strategies. 
General Contributions of the Study.   
In general, this study will help to illuminate the unique contributions of specific parent 
functioning and parent-child relationship characteristics in parents’ use of corporal punishment 
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and other discipline practices as well as in the development of behavior problems in this special 
population.  Generally, the potential disruption in the relationship quality between parents and 
their children and adolescents who have hearing and communication disorders is thought to be a 
pivotal factor in the use of harsh discipline practices.  Such discipline practices, in turn, may 
relate to higher rates of internalizing and externalizing behavior problems in these children and 
adolescents.  Specifically, the discipline-mediated model of physical discipline is the theoretical 
basis for explaining the relationship between parents’ psychopathology and harsh discipline by 
identifying attempts to use specific discipline techniques that are perceived to be ineffective and 
that are hypothesized to mediate this relationship.  Since parent-child reciprocity is such an 
important issue in infancy, other dimensions of the parent-child relationship that exist later in 
childhood and adolescence likely may relate to the development, maintenance, and/or 
exacerbation of internalizing and/or externalizing behavior problems in children and adolescents 
who have hearing and communication disorders.   
Additionally, if a combination of specific parent and parent-child characteristics together 
can be shown to account for a significant portion of the variance in parents’ use of corporal 
punishment and the development of behavior problems in children and adolescents, these 
predictors may be identified as the most effective points of therapeutic intervention for families 
raising children and adolescents who have hearing and communication disorders.  Many current 
interventions focus on enhancing the language and communication abilities of children and 
adolescents who have hearing and communication disorders, but less focus has been placed on 
the identification and treatment of psychological symptoms in these children and their families.  
Potentially, therapeutic treatments focused on enhancing parents’ effective use of appropriate 
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discipline practices and building certain parent-child relationship characteristics may further 
increase the effectiveness of communication and enhance the competencies (e.g., social skills) of 
children and adolescents who have hearing and communication disorders.   
 
Figure 1. Hypothesized Model 1 
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 Figure 2. Hypothesized Model 2  
 
 
 
Figure 3. Hypothesized Model 3 
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CHAPTER THREE:  METHODOLOGY 
Participants  
 Between November 2006 and April 2009, 76 primary caretakers (71 women and 5 men) 
who are 18-years of age or older (M = 38.44, SD = 8.00, range = 23- to 66-years) participated in 
this study.  As described in the Procedure section, participants were recruited from a variety of 
geographic locations and types of sites/settings.  Of the hundreds of survey packets that were 
distributed to parents in seven states across the United States, 35.5% (n = 27) of the total 
respondent group were located in Arizona, 1.3% (n = 1) were in Arkansas, 60.5% (n = 46) were 
from various locations across the state of Florida, 1.3% (n = 1) was in Massachusetts, and 1.3% 
(n = 1) were located in North Carolina.  The sites/settings from which participants were recruited 
also varied, with 6.6% (n = 5) coming from independent clinical/private practices in the 
community, 32.9% (n = 25) coming from clinical hearing/speech clinics associated with a 
university, 40.8% (n = 31) coming from schools for children and adolescents who are Deaf and 
HOH, 13.2% (n = 10) coming from parent support groups, and 6.6% (n = 5) coming from a 
summer camp for children and adolescents who are Deaf and HOH.  All participants were the 
self-declared primary caregivers for one child or adolescent (34 girls and 42 boys) who ranged in 
age from infancy to 17-years (M = 7.67-years, SD = 3.93-years) and who experienced some 
measure of hearing impairment/loss and/or significant communication difficulties.  [Please note 
that for the purposes of this study, the terms “identified child,” “child/adolescent,” “referenced 
child,” and “youth” will be used interchangeably and will apply to the child or adolescent who is 
experiencing Deafness, hearing loss, and/or communication difficulties and who is referenced in 
the completion of this study.]   
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The participants in this sample included 65 biological parents (85.5%), 8 adoptive parents 
(10.5%), 1 foster parent (1.3%), 1 grandparent (1.3%), and 1 non-biological parent who did not 
report specific descriptive information regarding their caregiver-child relationship (1.3%).  
[Please note that the terms “primary caregiver,” “caregiver,” “parent,” and “participant” will be 
used interchangeably and will apply to all participants, regardless of the specific nature of their 
relationship with the children and adolescents rated in this study, as indicated above.]  Seventy-
three caregivers (96.1%) reported that their home was the primary residence of the child 
referenced in this study, whereas one grandmother (1.3%) indicated that she considered herself 
to be a primary caregiver although she did not live with the child whom she rated.  Two mothers 
(2.6%) did not report whether or not their homes were primary residences of the children whom 
they rated.  The participants in this sample are from a diverse range of racial/cultural 
backgrounds.  A majority of participants (75.0%; n = 57) report that their race/ethnicity is 
Caucasian (Non Hispanic), 3.9% (n = 3) are African American, 1.3% (n = 1) are Asian 
American, 17.1% (n = 13) are Hispanic, and 2.6% (n = 2) are from some Other race/ethnicity 
(i.e., their self-descriptions are Lebanese and Middle Eastern/Arab-American). Participants also 
varied in their marital status, with 6.6% (n = 5) reporting that they are single, 78.9% (n = 60) 
reporting that they are married, 9.2% (n = 7) reporting that they are divorced, 3.9% (n = 3) 
reported that they are living with a partner, and 1.3% (n = 1) not reporting this information.  
None of the participants reported personally experiencing hearing impairment/loss, as the 
majority (98.7%; n = 75) of the participants have normal hearing and one (1.3%) of the 
participants did not report this information.   
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Characteristics of the home environment also vary, with 81.6% (n = 62) of families 
having more than one child and/or adolescent living in the home at the time of study completion 
and the remainder of the families (18.4%; n = 14) having only the child who has the hearing or 
communication difficulty in the home.  With regard to participants’ employment status, 35.5% (n 
= 27) of participants report that they are not employed, 35.5% (n = 27) work full-time, 25.0% (n 
= 19) work part-time, 2.6% (n = 2) are students, and 1.3% (n = 1) do not report occupation 
information.  Participants’ educational backgrounds also vary, with 1.3% (n =1) having 
completed some high school, 11.8% (n = 9) having a high school diploma, 32.9% (n = 25) 
completing some college, 28.9% (n = 22) having a Bachelor’s degree, 6.6% (n = 5) having some 
graduate school experience, 17.1% (n = 13) having a graduate level degree, and 1.3% (n = 1) not 
reporting this information.  Additionally, estimates of caregivers’ household income also varies, 
with 3.9% (n = 3) families earning an overall yearly income of $9,999 or less, 6.6% (n = 5) 
earning between $10,000 and $19,999, 1.3% (n = 1) earning between $20,000 and $29,999, 
10.5% (n = 8) earning between $30,000 and $39,999, 5.3% (n = 4) earning between $40,000 and 
$49,999, 11.8% (n = 9) earning between $50,000 and $59,999, 10.5% (n = 8) earning between 
$60,000 and $69,999, and 44.7% (n = 34) earning $70,000 or more per year.  Four participants 
(5.3%) do not report income data. 
Characteristics of the children and adolescents who are rated as part of this study vary 
similarly to those of their parents with regard to racial/cultural background.  The majority 
(63.2%; n = 48) are identified as Caucasian (Non Hispanic), 3.9% (n = 3) are African American, 
3.9% (n = 3) are Asian American, 23.7% (n = 18) are Hispanic, and 5.3% (n = 4) belong to some 
Other category of race/ethnicity. As reported by the participants in this study, the types of 
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educational environments in which their children and adolescents are matriculating vary as well. 
The majority (36.9%; n = 28) are mainstreamed completely in a public school, 9.2% (n = 7) are 
mainstreamed partially, 15.7% (n = 12) attend a self-contained and/or special education 
classroom, 14.5% (n = 11) attend a private school (not otherwise specified by another category), 
9.2% (n = 7) are placed in a residential education setting, 3.9% (n = 3) are homeschooled, 9.2% 
(n = 7) attend another unspecified kind of educational setting, and 1.3% (n = 1) do not have this 
information reported for them.  Fifty percent (n = 38) of participants report that their children 
and adolescents experience some degree of hearing impairment/loss only (i.e., without a 
communication disorder), whereas 30.3% (n = 23) of the children are reported to have significant 
communication problems only as evidenced by a diagnosed communication disorder (i.e., 
without hearing impairment/loss).  Additionally, 18.4% (n = 14) of participants indicate that their 
children and adolescents experience concurrent hearing and communication problems (i.e., they 
experience both) at the time of study, and 1.3% (n = 1) do not have this information reported for 
them. 
To better understand the characteristics of the children and adolescents who are rated in 
this study by the parent participants, the following is a summary of pertinent demographic 
information reported separately for children and adolescents who are Deaf or HOH and who 
have communication disorders.  Responses from 18.4% (n = 14) of participants are included as 
part of both groups, as their children and adolescents belong to the concurrent category.  Thus, 
the hearing impaired group consists of ratings from 68.4% (n = 52) of participants, and the 
communication disordered group consists of 48.7% (n = 37) of families.  
45 
 
Of the 52 children and adolescents who are Deaf or HOH, only 25.0% (n = 13) of 
participants reported the level of their children’s hearing loss in dB, and 25.0% (n = 13) of 
parents indicated this level in percentage of loss.  Of the participants who report this information, 
the average severity ratings for children and adolescents are 71 dB of hearing impairment/loss 
and a mean of 71% hearing impairment/loss.  It should be noted that although the degree if 
hearing loss could not be assessed for the entire Deaf/HOH sample, this lack of complete 
information was not problematic in this study, as previous research has indicated that extent of 
hearing loss does not appear to relate with child behavior problems (Brubaker & Szakowski, 
2000; Watson, Henggeler, & Whelan, 1990), thus this information was not included in analyses.   
Next, the etiology of the hearing loss experienced by children and adolescents varies 
greatly, as 53.8% (n = 28) of participants report an identified genetic- or illness-related causes, 
5.8% (n = 3) report maternal illness or drug use during pregnancy as the cause, and 38.5% (n = 
20) of parents report an unknown or other unspecified etiology for hearing loss.  One participant, 
or 1.9% of the Deaf or HOH group, does not report this information.  Sixteen participants, or 
30.8% of this group, report that their children and adolescents have received at least one cochlear 
implant.  The mean age of first implantation for these children is approximately 2.47-years (SD = 
1.19).  The majority (69.2%; n = 36) of the children and adolescents who experience hearing loss 
have participated in some type of hearing-related intervention or treatment (e.g., medical, social, 
educational) in their lifetime.  Two participants, or 4.0% of the group, do not provide this 
information.   
The primary types of communication methods used by the children and adolescents who 
are Deaf or HOH, as reported by 50 parents, vary throughout the sample.  In particular, 7.7% (n 
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= 4) use Sign Language exclusively, 59.6% (n = 31) use oral communication exclusively, and 
28.8% (n = 15) use total communication (i.e., both signing and speaking).  Participants also vary 
in the primary methods of their communication style with their children and adolescents who are 
Deaf or HOH, as 5.8% (n = 3) of parents report using Sign Language exclusively, 59.6% (n = 
31) use oral communication exclusively, and 30.8% (n = 16) use total communication (i.e., both 
signing and speaking).  Of these participants, 11.5% (n = 6) of parent-child dyads have 
“unmatched” (or different) primary communication styles, whereas 82.7% (n = 43) of parent-
child dyads share the same, or have “matched,” primary communication styles.  Three 
participants, or 5.8% of the group, do not report communication method information for their 
parent-child dyad.   
Similar to parents of children and adolescents who are Deaf or HOH, participants raising 
children and adolescents who experience significant communication problems (i.e., either related 
to or not related to hearing impairment or loss) report that their children and adolescents 
experience a range of communication difficulties.  Based on the report of the 37 participants 
raising children and adolescents who have communication problems, 16.2% (n = 6) of children 
have an Expressive Language Disorder, 21.6% (n = 8) of children have a Mixed Receptive-
Expressive Language Disorder, 10.8% (n = 4) children have a Phonological Disorder, 5.4% (n = 
2) have a Stuttering diagnosis, 13.5% (n = 5) have a Communication Disorder Not Otherwise 
Specified diagnosis, 5.4% (n = 2) have an Autistic Disorder diagnosis, 8.1% (n = 3) have an 
Auditory Processing Disorder, 2.7% (n = 1) have a Speech Apraxia Disorder, 13.5% (n = 5) have 
some other unspecified type of communication disorder, and 2.7% (n = 1) do not have a 
diagnosis provided.  The mean age of these children and adolescents at the time of their 
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diagnosis of their communication disorder is 4.38-years (SD = 2.70; based on the report of 32 
participants).  The majority of the children and adolescents who have significant communication 
difficulties, or 9.7% (n = 29), have participated in some type of communication-related 
intervention or treatment (e.g., medical, social, educational) in their lifetime.  Two participants, 
or 5.4% of the group, do not report this information for their children and adolescents.   
With regard to the entire sample (n = 76), 73.7% (n = 56) of the participants report 
having engaged in some form of intervention or treatment for one or more of the following 
reasons:  child behavior management/parenting support, emotional difficulties (e.g., depression, 
anxiety, low self-esteem), stress management, adoption-related issues, genetic counseling, 
marriage/couple’s counseling, and/or coping with the disability of a special needs child.  Further, 
32.9% (n = 25) of the participants report that their children and adolescents experience an 
additional disability that may or may not be related to their hearing and communication 
difficulties.  Participants also reported that some of their children and adolescents experience 
comorbid disabilities, such as emotional and behavioral disorders (e.g., Attention-
Deficit/Hyperactivity Disorder), cognitive problems, developmental delays, learning disorders, 
seizures, and motor difficulties. 
Measures  
 The Child Behavior Checklist (CBCL; Achenbach & Rescorla, 2000, 2001; Appendix C) 
is used as a measure of parents’ perceptions of the current emotional and behavioral functioning 
of their children and adolescents. The CBCL is a widely-used self-report measure that asks 
parents to rate the occurrence of 118 behavior problems on a 3-point scale ranging from 0 (not 
true) to 2 (very true).  The CBCL yields T scores that are standardized for age and gender, and it 
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provides several scales reflecting different dimensions of child behavior, including broad-band 
scales (i.e., Internalizing, Externalizing, and Total Problems), narrow-band/clinical syndrome 
scales (i.e., Emotionally Reactive, Anxious/Depressed, Somatic Complaints, Withdrawn, Sleep 
Problems, Attention Problems, and Aggressive Behavior), and DSM-Oriented scales (i.e., 
Affective, Anxiety, Somatic, Attention/Hyperactive, Oppositional, and Conduct Problems).  
Adequate reliability and validity for this scale is documented, with the CBCL showing 
discriminant validity between clinic-referred and non-referred children (Achenbach & Rescorla, 
2001).   For the purposes of this study, the Internalizing, Externalizing, and Total Problems 
broad-band scales only are examined in the analyses.   
 The Beck Depression Inventory-Second Edition (BDI-II; Beck, Steer, & Brown 1996; 
Appendix E) is used as a measure of parents’ current depressive symptomatology (i.e., higher 
scores indicate elevated symptom frequency and severity). The BDI-II is a 21-item self-report 
instrument designed to assess symptoms consistent with the depressive disorders listed in the 
Diagnostic and Statistical Manual of Mental Disorders-Fourth Edition-Text Revision (American 
Psychiatric Association, 2000).  In addition to higher scores being observed as increased levels 
of overall subjective depressive symptomatology, the BDI-II provides cutoff scores of clinical 
significance for use in clinical settings (i.e., 0-13: minimal depression; 14-19: mild depression; 
20-28: moderate depression; and 29-63: severe depression). This measure has adequate reliability 
(a range of .92 to .93 for internal consistency, and a measure of .93 for test-retest) and validity in 
previous studies (Beck et al., 1996).   In this study, the Cronbach’s alpha internal consistency 
reliability coefficient for the overall depression score is high (α = .92). 
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 The State-Trait Anxiety Inventory (STAI-Form Y; Spielberger, 1983; Spielberger, 
Gorsuch, & Lushene, 1970; Appendix F) is used as a measure of two types of anxiety, referred to 
as state (i.e., current) and trait (i.e., constant) anxiety. The state anxiety scale measures how 
participants feel at the particular moment in time when they are completing their ratings, whereas 
the trait anxiety scale provides a more stable and general account of anxious symptomatology.  
This measure has adequate reliability (i.e., alpha coefficients between .65 and .86 for trait 
anxiety and over .90 for state anxiety) and concurrent validity in previous studies (Spielberger, 
1983; Spielberger, Ritterband, Sydeman, Reheiser, & Unger, 1995).  The Cronbach’s alpha 
internal consistency reliability coefficient for the subscale used in this study, trait anxiety, is high 
(α = .94).   
 The Parenting Stress Index- Short Form (PSI-SF; Abidin, 1995; Appendix D) is used as a 
measure of parents’ current level of stress experienced in the context of parenting issues. The 
PSI-SF, based on the original Parenting Stress Inventory, is a 36-item self-report measure that 
evaluates parents’ perceptions of stress in the parent-child system.  This scale has three subscales 
(i.e., Parent Distress, Parent-Child Dysfunctional Interaction, and Difficult Child), each 
consisting of 12 items rated from 1 (strongly disagree) to 5 (strongly agree).  The Parent Distress 
domain reflects parents’ views of their own functioning in the parenting role, interparental 
conflict, social support, and stresses associated with role restrictions.  The Parent-Child 
Dysfunctional Interaction subscale assesses parents’ perceptions of whether parent-child 
interactions meet their expectations and whether those interactions are reinforcing.  The Difficult 
Child subscale measures child temperament and the extent to which child characteristics (e.g., 
defiance, noncompliance, demandingness) are stressful to the parent. Finally, the total score on 
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the PSI-SF represents a parent’s overall experience of stress related to the parenting role, and the 
90th percentile of the total possible score represents the percentage at which scores may be 
considered clinically significant (i.e., clinical cutoff score of 162; Abidin, 1995).  The reliability 
and validity of the domain scores and their sensitivity to reductions in stress following parent 
training are established previously (Abidin, 1995), and more recent two-factor structures have 
been identified (Haskett, Ahern, Ward, & Allaire, 2006).  For the purposes of this study, the 
overall score (Cronbach’s α = .94) is used as an indication of global parenting stress related to 
the three domains listed above, with higher scores suggesting more perceived parenting stress. 
 The Parent-Child Relationship Inventory (PCRI; Gerard, 1994; Appendix G) is used to 
assess the quality of the relationship between parents and their children and adolescents. The 
PCRI is a self-report inventory designed to assess parents’ perceptions of their relationship with 
their children as well as other aspects of parenting.  This scale has seven content scales (i.e., 
Parental Support, Satisfaction with Parenting, Involvement, Communication, Limit Setting, 
Autonomy, and Role Orientation) along with two validity scales (i.e., Social Desirability and 
Inconsistency).  Alpha coefficients of internal consistency reliability for this measure range from 
.70 to .88 in one study (Gerard, 1994) and .68 to .87 in another longitudinal, cross-informant 
investigation (Coffman, Guerin, & Gottfried, 2006).  Test-retest and construct validity are 
established in previous studies as well (Coffman et al., 2006; Gerard, 1994).  In this examination, 
Cronbach’s alpha internal consistency reliability coefficients for the subscales of interest are as 
follows:  Communication (α = .61) and Involvement (α = .50).   
 The Alabama Parenting Questionnaire (APQ; Shelton, Frick, & Wootton, 1996; 
Appendix H) is used as a measure of a wide range of discipline and parenting behaviors. The 
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APQ consists of 42 items rated on a 5-point scale of frequency ranging from 1 (never) to 5 
(always).  The scale has six subscales of parenting behavior (i.e., Positive Parenting, 
Involvement, Poor Monitoring/Supervision, Inconsistent Discipline, Corporal Punishment, and 
Other Discipline Practices).  In general, the APQ shows adequate criterion, convergent, and 
discriminant validity in a previous study (Locke & Prinz, 2002).  Adequate internal consistency, 
validity, and test-retest reliability also is documented with reports of Australian youth (Dadds, 
Maujean, & Fraser, 2003).  Additionally, five-factorial validity with a German translation of the 
measure is noted (Essau, Sasagawa, & Frick, 2006).  The following is information regarding the 
psychometric properties of the three selected scales that are examined in this study.  The 
Involvement subscale assesses supportive and generally positive interactions between parents 
and their children (e.g., assisting with homework, playing games, talking about issues, planning 
activities). The internal consistency of this subscale for use with parents is .80 in a previous 
study.  The Corporal Punishment subscale assesses parents’ reports of the frequency with which 
they use physical punishment (e.g., spanking, slapping, using objects for hitting their children). 
Although this subscale has a generally low internal consistency of .46 in a previous study, this 
low score may result from a small item composition (i.e., three), with each item identifying 
distinct physical punishment behaviors that may be somewhat unrelated.  The utility of this 
subscale, however, is established by previous demonstration of its significant contribution in the 
discrimination of children who have conduct problems from those who do not have conduct 
problems (Shelton et al., 1996), and it has been used previously with parents of Deaf and HOH 
children (e.g., Brubaker & Szakowski, 2000).  In this study, Cronbach’s alpha internal 
consistency reliability coefficients for the selected subscales were as follows:  Inconsistent 
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Discipline (α = .72) and Corporal Punishment (α = .42).  These values are consistent with 
previous findings (e.g., Dadds et al., 2003; Shelton et al., 1996). 
 A modified version of the Parent-Child Conflict Tactics Scales (CTSPC; Straus, Hamby, 
Finkelhor, Moore, & Runyan, 1998; Appendix I) is used to assess a range of parent discipline 
practices in addition to the information provided by the APQ.  This measure is an adaption of the 
original Conflict Tactics Scale (Straus, 1979), which is designed for evaluation of maltreatment 
between partners in marital, cohabitating, or dating relationships.  In its original form, the Parent-
Child version of the CTS is a 27-item scale that yields five subscales identifying different 
dimensions of parent discipline behaviors (i.e., Nonviolent Discipline, Psychological Aggression, 
Neglect, and two dimensions of Physical Assault:  Corporal Punishment and Severe Physical 
Assault).  All subscales except for the Severe Physical Assault subscale are used in this study.  In 
other words, the frequency of Nonviolent Discipline (e.g., explaining why something was wrong, 
providing alternative behavior, response cost, “time out”), Psychological Aggression (e.g., 
shouting, threatening, swearing, calling names), and child-directed Corporal Punishment (e.g., 
shaking, hitting, slapping) are examined. Alpha coefficients of reliability in a previous study are 
.70 for the Nonviolent Discipline scale, .60 for Psychological Aggression scale, and .55 for the 
overall Physical Assault scale; however, no alpha coefficient is reported for the Corporal 
Punishment scale (Straus et al., 1998). The authors suggest that the reported low internal 
consistency reliability for the overall Physical Assault subscale may be due to the low reported 
frequency of severe or very extreme physical punishment practices.  Therefore, the exclusion of 
these items in the version used for this study is justified, in that the remaining items correspond 
specifically to Corporal Punishment and are expected to yield an adequate alpha coefficient.  
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Construct validity also is established for the CTSPC in a previous study (Straus et al., 1998).  In 
the current study, Cronbach’s alpha internal consistency reliability coefficients for Nonviolent 
Discipline, Psychological Aggression, and Corporal Punishment subscales are .65, .52, and .55, 
respectively.    
 Additionally, participants completed a Demographics Questionnaire (Appendix J) that 
asks questions regarding sex, race, ethnic background, age, average household income, 
educational information, marital status, employment, current living arrangements, preferred 
parent and child modes of communication, and the auditory and communication treatment 
history of the children and adolescents being rated in the study.   
Procedure  
The Institutional Review Board (IRB) of the University of Central Florida approved this 
research protocol before data collection was conducted.  In addition, four addenda were 
submitted and approved during implementation of the protocol in continued adherence with 
ethical standards (see Appendix M for the most recent IRB-approval letter). Three undergraduate 
research assistants (RAs) were recruited on a volunteer and/or independent study credit basis to 
help with data collection coordination, one of who demonstrated proficiency in American Sign 
Language (ASL).  The primary investigator and all three RAs completed the Collaborative IRB 
Training Initiative web-based module for social/behavioral research investigators, and several 
individual data collection training sessions were spent with each RA individually and as a group 
until study administration competence was achieved.  Specifically, adequate competence is 
operationalized as completion of one successful practice participant recruitment and at least one 
successful independent participant recruitment utilizing prewritten, IRB-approved scripts (see 
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Appendices N-P) in the presence of the principal investigator.   All RAs kept ongoing logs of 
their potential participant contact (Appendix Q) and were monitored closely for ethical 
compliance and adherence to protocol integrity on an ongoing basis throughout the duration of 
data collection.  Each RA engaged in direct participant recruitment in at least two locations and 
indirect participant recruitment via other tasks (e.g., monitored email correspondence, in-person 
and telephone contact). 
With the assistance of the research team, a concerted effort was made to recruit a high 
number of participants through a multitude of locations and settings with the intent of securing a 
sufficient sample size for conducting the proposed analyses (see Results).   Consistent with 
previous literature investigating characteristics of families raising children who have hearing 
and/or communication difficulties, many obstacles to data collection emerged over time and 
resulted in a somewhat lower than desired sample size.  Some difficulties included, but were not 
limited to, refusals by institutions to participate (e.g., citing protection of families from feeling 
targeted by outside research), refusals to participate by parents (e.g., possibly due to the sensitive 
nature of the questions being asked), and refusals (or having partial information returned) due to 
the length of the survey packet itself.   
To illustrate the relative difficulty in gaining parent participation with similar families, a 
review of the literature in this area reveals a range of sample sizes obtained in other studies, with 
several including under 50 participants (e.g., nine parents raising children who are Deaf in 
Wood-Jackson et al. [2008]; 28 parents raising children who are Deaf and who have cochlear 
implants in Zaidman-Zait [2007]; 31 parents raising children who are Deaf and who have 
cochlear implants in Zaidman-Zait [2008]; 35 parents raising children who are Deaf and HOH in 
55 
 
Asberg, Vogel, & Bowers [2007]; 43 parent-child dyads of mixed hearing abilities in Spencer & 
Meadow-Orlans [1996]; 70 parents raising children and adolescents who are Deaf in van Gent et 
al. [2007]; 79 parents raising children who are Deaf in Knutson, Johnson, and Sullivan [2004]; 
84 parents raising children who are Deaf in Vostanis et al. [1997]; 101 parents raising children 
who are experiencing Deafness or hearing loss in Archbold, Sach, O’Neill, Lutman, & Gregory 
[2008]; and 116 families raising children who have hearing loss from multiple, coordinated sites 
in Barker et al. [2009]).  Additionally, many studies have combined groups of families raising 
children and adolescents who are Deaf and HOH with families raising children and adolescents 
who have communication disorders (e.g., speech and language difficulties) for evaluation of 
factors related to maltreatment (Ammerman et al., 1994; Sullivan & Knutson, 2000).   Therefore, 
our relatively moderate sample size examining a combined group of children who have hearing 
and/or communication difficulties should be viewed as consistent with methods implemented in 
extant previous research in this area.   
 As part of the data collection procedures used to recruit participants for this study, self-
identified primary caretakers of children and adolescents who have hearing impairment, hearing 
loss, Deafness, and/or a diagnosed communication disorder were contacted for participation.  No 
potential participants were excluded on the basis of age, racial/ethnic background, the 
communication ability type (e.g., verbotonal/oral communication, tactual speech/sign language, 
and/or total communication) of parents or their children and adolescents, the caretaker 
relationship of caregivers and their children and adolescents (i.e., biological, adoptive, foster, 
grand, or other types of parents), or any other demographic characteristic.  Completion of 
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questionnaire packets took an average of approximately one hour and fifteen minutes; however, 
there was a range of completion times.   
 Survey packets included the following forms and questionnaires.  An initial Cover Letter 
(Appendix A) provided a general introduction to the study, the methodology, and the research 
team.  A Consent Form (Appendix B) outlined the general purpose of the study and informed the 
participating parents of their rights as research participants.  This Consent Form indicated that 
each participant must be 18-years of age or older and must acknowledge consent to participate in 
the study. It also indicated clearly that participants may discontinue their participation at any 
time without penalty.  All participants received the Cover Letter as the first page and the Consent 
Form as the second page of their survey packet.  Upon signing the Consent Form, participants 
followed the instructions provided in their packet and completed independently the study 
questionnaires.  All surveys appeared in their originally worded format, except for the Parent-
Child Conflict Tactics Scales.  This survey was included in the modified format noted previously 
(i.e., excluding questions requesting information regarding extreme physical discipline 
practices). A Debriefing Sheet (Appendix K) also was provided and contained further 
information concerning the purposes of the study and contact information.  Finally, a Contact 
Sheet (Appendix L) was available for participants to complete if they desired a summary of the 
results of the research project upon its completion.  All participants received the Debriefing 
Sheet just after the questionnaires in each packet as well as the Final Sheet as a last page.  In all 
included cases, participants elected to complete and submit their packets on a volunteer basis and 
without penalty for discontinuation or refusal at any time.   
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Participants received their survey packets in one of the following ways: 1) the packet was 
administered directly by a research team member, 2) the packet was received via sealed, postal 
mail from the research team, 3) the packet was received from the teacher, group leader, or 
therapist of their children and adolescents, 4) the packet was received from an administrator or 
counselor at the school or school system being attended by their children and adolescents, or 5) 
the packet was received from a leader or coordinator of a group to which the parents belonged.  
In these cases, no names were disclosed to the research team until a participant provided 
permission for their information to be released, unless otherwise noted.  For those participants 
who completed the packet in the presence of a research team member, an investigator was 
available to answer questions pertaining to the questionnaires throughout a data collection 
session that lasted for approximately one hour.  The investigator did not answer questions 
pertaining to the purpose of the study until after the participants completed their packets. In other 
cases where packets were provided remotely by either a research team member or an advocate 
who had been informed of the details of the study, all participants posing questions or concerns 
were told to contact the primary investigator directly.  That is, no one other than a research team 
member answered any specific questions regarding the study materials, procedure, or purpose.  
When a research team member was not present to retrieve completed survey packets, caregivers 
were provided with self-addressed, stamped envelopes to use for postal mail return upon 
completion of their packet.  
To locate potential sites, general web-based searches were conducted, and lists of 
potential sites were generated.  Each of the institutions, facilities, programs, and groups were 
contacted directly via e-mail, telephone calls, and/or in-person inquiries so that the general 
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purpose of the study could be presented and an informational meeting could be requested.  Many 
individuals who were contacted preliminarily (i.e., particularly individuals in statewide 
administrative positions who were well-connected with the Deaf/HOH community) provided 
direction or contact information for other individuals and groups who may have been willing to 
participate. Once initial contact was made with an organization, in-person and/or telephone 
meetings with administrators, therapists, clinic directors, coordinators, or other people designated 
as ‘in charge’ of a particular site or group (i.e., capable of authorizing or approving the research 
to be conducted) were held.  These meetings took place to inform authorized individuals about 
the detailed purpose of the study and the proposed method of data collection through their 
particular site.  This process occurred on an ongoing basis as new sites agreed to participate.   As 
sites agreed to assist in the dissemination of this research project, authorized personnel were 
asked to sign the Facility Official Approval Form (Appendix R) so that this form could be 
submitted to the UCF IRB for their records. 
Data collection occurred at a multitude of facilities/locations, all of which are listed in 
Table 1 by the following categorizations: 1) Direct data collection coordinating partners, 2) 
Indirect and/or non-participating data collection advocates, and 3) Contacted and/or formally 
applied but declined or inappropriate.  Amongst the wide array of potential and actual 
recruitment sites, two main sources (i.e., the University of Central Florida’s Communicative 
Disorders Clinic [CDC] and the Arizona Schools for the Deaf and Blind [ASSDB]) yielded the 
highest number of participants.  Please note that, as these two locations were most fruitful in 
terms of data collection, detailed information regarding procedures utilized at these sites will be 
discussed, as compared to less detailed information for collections from other sites.   
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Clinical Hearing/Speech Clinics Associated With a University.  
For the first recruitment effort, an affiliation was formed between Project Child (this 
project) in the Understanding Children and Families Laboratory in the UCF Department of 
Psychology and the UCF Communicative Disorders Clinic (CDC).  Once the project protocol 
was approved on several levels, the staff audiologist aided in facilitating participant contact.  The 
research team was notified of referrals for clients seen currently for audiological evaluations at 
the CDC.  The audiologist asked these parents if they would be willing to consider information 
regarding this study and speak with a researcher.  If the parent agreed, a research team member 
entered the room and attempted recruitment. In addition, potential participants being seen 
currently for therapy at the CDC for communication difficulties also were contacted on site.  
After the research team completed additional training in HIPAA compliance and with approval 
from the UCF IRB, parents of these current clients were approached directly while seated in a 
waiting/observation room during the time that their children were being seen for a scheduled 
appointment.  Care was taken not to approach parents a second time if they initially declined 
participation.   
Parents who agreed to participate returned their completed packets at the end of their 
children’s session time.  Others were provided with a self-addressed, stamped envelope in which 
to return the survey packet upon completion.  Participants were shown the secure, sealed 
collection box that was placed behind the front desk in the main waiting room at the CDC and 
asked to return the completed packet upon arriving for their children’s next visit, if they so 
chose.  When parents began participation in the presence of a researcher but did not return the 
packet during that same session, parents were either approached once more during their next visit 
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or they were contacted at their next clinic visit.  No future contact was made after this second 
point of contact.  A similar data collection protocol was implemented at the Speech and Hearing 
Clinic at Western Carolina University in Clyde, North Carolina, as the clinic director 
disseminated study materials to several of their current clients in a similar manner.  Current 
clients from the Vanderbilt Bill Wilkerson Center, National Center for Childhood Deafness and 
Family Communication, in Nashville, Tennessee, also were told about the study, provided with 
the IRB-approved flyer, and encouraged to contact the research team. 
For parents of child clients who were seen previously for an audiological evaluation 
and/or therapy at the CDC (i.e., their case files were considered “closed”), a list of names and 
contact information was provided to the research team following approval for this procedure in 
this particular setting only from the UCF IRB.  These parents were contacted via telephone, 
explained the purpose and procedure of the study using prewritten scripts, and asked permission 
to mail a survey packet to their home address.  If parents agreed to participate, they were mailed 
one packet per primary caregiver living in the household with a self-addressed, stamped 
envelope for return.  If they declined participation, they were not contacted again.   
Independent Clinical/Private Practices in the Community.   
Audiologists and Speech Pathologists from private clinical practices across the state of 
Florida also were contacted in an effort to gain their participation, and four agreed to participate 
by distributing survey packets and self-addressed, stamped envelopes to groups of their current 
clients.  As mentioned previously, in these cases, if a potential participant had any questions or 
concerns, they were directed to contact the research team, as the therapists were limited to only 
providing them with materials.  Additionally, patients from the Deaf and Hard of Hearing 
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Program at Children's Hospital in Boston, Massachusetts, were informed about the study by a 
therapist, provided with the IRB-approved flyer, and encouraged to contact the research team if 
they were interested in participating. 
Schools with Programs for the Deaf/HOH and/or Communication Disorders.   
The other site that yielded the highest number of actual participants was the Arizona State 
Schools for the Deaf and Blind (ASSDB).  With approval from the UCF IRB, the ASSDB 
Superintendent provided written authorization for this research study to be conducted with its 
students in the manner described below, and the ASSDB Agency Accountability Specialist 
(AAS) worked alongside the principal investigator to disseminate information to families.  A set 
of 700 envelopes containing the UCF IRB-approved study flyer (Appendix S) and a self-
addressed, stamped postcard (Appendix T) were sent in one package to the AAS.  [Note that 
Appendices U-W display samples of letters included in mailings.] Without providing any contact 
information to the research team, the AAS affixed mailing labels to these 700 envelopes, one for 
each family identified as having at least one child or adolescent who was Deaf or HOH and who 
attended one of their schools.  Once a primary caregiver received the envelope, it was the 
caregiver’s decision whether or not to return the postcard, which indicated their desire (or 
refusal) to participate, to the primary investigator.  It should be noted that the participants were 
asked only to include their mailing address on the postcard (i.e., without their name) to insure a 
high level of confidentiality.  Of the 700 mailed postcards, 56 postcards were received and 
corresponding survey packets were sent to those families.  The postcards were received over a 
period of three months, and the survey packets were mailed immediately (i.e., within one to two 
days).  Completed packets were returned typically within another one to two months. 
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Additionally, administrators and teachers from two central Florida schools for children 
who are Deaf and HOH, Lake Sybelia Elementary School (LSES) and Kaylee Elementary 
School (KES), were contacted.  After UCF IRB and approval from these schools was received, 
they facilitated administration of survey packets to parents of some of their students.  In one 
case, the research team attended a school-related group activity (i.e., a picnic/egg hunt for 
families of children who are Deaf and HOH and who attend LSES) to recruit potential 
participants.  Similarly, the Miami-Dade County Research Review Committee approved the 
research protocol for their South Florida schools.  Of the 18 principals who were contacted 
because they served schools providing specialized services for children who have hearing and/or 
communication disorders, approval was obtained from the principal of only one school, 
Gulfstream Elementary School (GES).  Two teachers from GES who agreed to have their 
classrooms participate were provided with parent questionnaire packets.  These survey packets, 
along with self-addressed, stamped envelopes for return, were handed out subsequently to each 
of their students to take home at the end of a class period.   
Several other schools serving children and adolescents who experience Deafness, hearing 
loss, and/or communication disorders also were contacted.  For example, Clarke Schools for the 
Deaf in Florida and Massachusetts were asked to participate.  Although two schools in 
Massachusetts approved the protocol and disseminated the survey packets with self-addressed, 
stamped envelopes, the Clarke School in Jacksonville, Florida, declined to participate, citing that 
the study packet was too lengthy.  The Florida School for the Deaf and Blind also declined to 
participate, expressing concerns regarding external research evaluating their students.  
Additionally, the Learning Center for the Deaf in Massachusetts, which includes three schools 
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for children who experience Deafness or hearing loss, also declined to participate after a full 
research review protocol overview was submitted, reviewed, and rejected by their executive 
committee.  In contrast, the Blossom Montessori School for the Deaf in Clearwater, Florida, 
agreed to participate and disseminated a group of surveys to each of its students’ primary 
caregivers. The superintendent for the Arkansas School for the Deaf also reviewed and approved 
the study protocol and disseminated a group of survey materials to parents of students attending 
this school.  Similarly, the director of the Program for Exceptional Children for Atlanta Public 
Schools authorized a small group of survey packets to be distributed to parents via speech-
language pathologists in her district.  These were mailed directly to the program director, and the 
research team did not have access to any family information. 
Parent Support Groups.   
Next, the “Hearing Me” support group for parents of children and adolescents who are 
hard of hearing holds a monthly meeting at the Howard Phillips Center for Children and Families 
in Orlando, Florida.  This meeting was attended on multiple occasions for data collection.  
Approval was gained from the UCF IRB and the leader of this group, so that the research team 
could present the study to the families at the end of each meeting.  Additionally, a group of 30 
mail-out packages (including full survey packets) were prepared and given to the group leader, 
who then affixed address labels for other parents of children being seen through the HPCCF and 
mailed them.  The research team did not have direct access to the contact information for these 
families at any point.  Similarly, the parent support group at Florida State University also was 
attended to recruit potential participants, and the group leader was provided with a set of mail-
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out survey packets to be distributed to other caregivers of children who have hearing or 
communication disorders that were not present at this meeting. 
Other Sites.   
With the approval of the UCF IRB, the research team also visited other gatherings and 
events geared toward children and adolescents who have hearing and communication difficulties, 
including a week-long summer camp (called Sertoma Camp Endeavour) and Orlando Silent 
Weekend.  In addition, church-affiliated Deaf ministries and youth groups also were contacted 
through the Central Florida Baptist Church, and multiple meetings were attended to recruit 
participants.  The principal investigator and the research team attended the annual Orlando Deaf 
Nation Exposition that was held in Kissimmee, Florida, as well.   Here, parents were approached 
as they entered or exited the exhibition hall, and a majority of individuals who were provided 
with questionnaire packets were themselves Deaf or HOH. In many cases, an RA on the research 
team used ASL to communicate with these parents.  Only parents of children and adolescents 
who had hearing impairments were asked to participate; however, a majority reported having 
hearing children, thus being excluded from participation.   A similar protocol was implemented 
when the research team attended the annual convention for the Florida Association for the Deaf 
that was held in Orlando, Florida.  Pease see Table 1 for a complete listing of other groups that 
were contacted but declined participation. 
Web-Based Participant Recruitment.    
After being contacted and informed about the study, two websites agreed to post 
information regarding the project, including contact information for the research team, following 
approval from the UCF IRB.  One of these was the Hands & Voices National website, and the 
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other was the Florida Association for the Deaf website.  Several other web-based organizations 
also were contacted but declined to participate and/or post information for the study.    
Participant-Research Team Contact and Confidentiality 
As mentioned previously, parents who completed their packets with and without an 
investigator present received contact information for the primary investigator including her 
name, phone number, and a specialized email address (i.e., UCFProjectCHILD@gmail.com; 
noted in several places of the survey packet) to use should they desire direct contact with the 
research team.  Eight participants contacted the primary investigator by telephone, and three 
participants utilized e-mail to ask questions.  No participant reported any emotional distress 
related to completing the surveys upon contacting the primary investigator, and most reasons for 
contact pertained to requests to receive a survey packet or inquiries about questionnaire 
instructions, maintenance of confidentiality, and ‘due dates’ for return.  Upon receipt of 
completed questionnaires, consent forms were detached from the packets, meaning that no 
identifying information remained on the packets of questionnaires.  Numbers identifying the 
recruitment source were stamped on each packet for the purpose of data analytic sorting, and 
each survey packet received an individualized reference number for data entry purposes (i.e., 
participants were not tracked in any way using this number).  Consent forms and packets of 
questionnaires are stored separately and are in a locked file cabinet in the assigned laboratory 
space of the faculty investigator so that each participant’s responses will remain completely 
anonymous.  
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Table 1. Data Collection Information 
Direct Data Collection Coordinating Partners (by survey or flyer) 
Location Site/Setting Contact Person(s) 
Orlando, FL UCF Communication Disorders Clinic Dr. Melissa Riess, Dr. Charlotte 
Harvey & Dr. Janet Whiteside 
Tallahassee, FL Florida State University Speech and Hearing Clinic Dr. Janet Kahn 
Tallahassee, FL Communication Camp Dr. Carla Wood Jackson 
Miami, FL Miami Dade County Public School District Dr. Joseph J. Gomez & Delsey 
Yancoskie 
Miami, FL Gulfstream Elementary School Susan Lyle & Laura Chinloy 
Orlando, FL University of Florida, Silent Weekend Dr. Michael Tuccelli 
Dundee, FL Sertoma Camp Endeavor Jeff Nunemaker 
Orlando, FL Howard Phillips Center for Children and Families Tanya Williams 
Orlando, FL First Baptist Church of Central Florida Brother Earl Brigham & Adrian 
Dreifuerst 
Clearwater, FL Blossom Montessori School for the Deaf Carol Downing & Julie Rutenberg 
Broward Cty., FL Alliance for Families with Deaf Children Dr. Jennifer Jones 
Jacksonville, FL Florida Association of the Deaf, Inc., Annual 
Convention 
Andy J. Lange 
Orlando, FL        Kaley Elementary School Beth Otto 
Maitland, FL Lake Sybelia Elementary School Christina Arenth 
Tallahassee, FL   WT Moore Elementary School Lindsey Gardner 
Kissimmee, FL  Orlando Deaf Nation Exposition  
Tampa, FL  A-V First Therapy Services, LLC. Marcus W. Rose 
St. Augustine, FL   Parent Advocates Robin Campbell & Lisa McFeely 
Boston, MA Deaf and Hard of Hearing Program at the Children's 
Hospital 
Dr. Jennifer Johnston 
Canton & 
Northampton, MA 
Clarke Schools for the Deaf (East and West) Cara Jordan 
Tucson, AZ Arizona State Schools for the Deaf and the Blind Dr. Lisa M. Jackson 
Clyde, NC Western Carolina University Dr. Kia Asberg & Dr. Kimberly 
Crawford 
Nashville, TN Vanderbilt Bill Wilkerson Center, National Center 
for Childhood Deafness and Family Communication 
Ginger Geldreich Jones 
Little Rock, AK Arkansas School for the Deaf Dr. Marcella A. Dalla Rosa 
Atlanta, GA Program for Exceptional Children, Atlanta Public 
Schools 
Dr. Debra Dwight 
National Hands & Voices National website Leeanne Seaver 
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Table 1. Continued 
 
Indirect and/or Non-Participating Data Collection Advocates 
Location Site/Setting Contact Person(s) 
West Coast, FL Deaf and Hard of Hearing Services of the Treasure 
Coast, Inc. 
Rick Kottler 
Tallahassee, FL Coordinating Council for Deaf and Hard of Hearing 
Florida Department of Health, Children's Medical 
Services Early Steps State Office; Bureau of Early 
Interventions 
Dr. Karen L. Anderson 
Pinellas Park, FL Family Center on Deafness Charon Aurand 
St. Augustine, FL Florida School for the Deaf and the Blind Dr. Mark Keith 
Brandon, FL First Baptist Church Dr. Tommy Green 
Washington, DC Gallaudet University Dr. Jennifer Reesman 
Washington, DC Children’s National Medical Center Dr. Penny Glass 
Miami, FL Advisory Committee for Students who are Deaf and 
Hard of Hearing 
Barbara Chotiner 
Pensacola, FL 
                            
Escambia School District Audiology Dr. Linda Allen 
Contacted/Formally Applied but Declined or Were Found to Be Not Appropriate  
(not an exhaustive list) 
Location Site/Setting Contact Person(s) 
Miami, FL University of Miami Debbie School Lynn W. Miskiel 
Bloomfield Hills, MI Bloomfield Hills Schools Dr. Debra Belavek 
Framingham, 
Randolph, & Walden, 
MA 
Learning Centers for the Deaf  Michael Bello & Judy Vreeland 
Washington, DC Gallaudet University  Dr. Martha Sheridan 
Oviedo, FL Meetup.com Signing Play Group  
Gainesville, FL Florida Outreach Project for Children & Young 
Adults with Deaf-Blindness 
Pam Kissoondyal  & Shelly 
Voelker 
Jacksonville, FL Clarke School  Susan Allen 
National Where do we go from Hear?  
Tampa, FL Bolesta Center Judy Horvath 
Orlando, FL Orlando Club for the Deaf  
St. Augustine, FL Deaf Women of Florida Staci Wagner 
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CHAPTER FOUR:  RESULTS 
Descriptive Analyses   
 All statistical analyses were conducted using the Statistical Package for the Social 
Sciences, Version 14.0 (SPSS, 2005).  Certain preliminary calculations were completed to 
generate specific variables for the purpose of data analyses.  First, from the information provided 
on the demographics form, socioeconomic status (SES) was calculated utilizing educational and 
occupational information, as well as reported household income, for one (or both, when 
available) parents in a home.  In particular, two-parent categorical information was averaged for 
educational and occupational levels.  Then, this information was summed with the household 
income data, yielding a continuous SES variable, with higher scores indicating higher relative 
socioeconomic status.  When information was provided for only one parent, this information was 
utilized alone to calculate SES.  Due to missing data, SES could not be calculated for four 
families. 
 Next, several steps were taken to calculate the combined Corporal Punishment variable 
that was used in many analyses.  First, the Corporal Punishment subscale from the CTSPC and 
the Corporal Punishment subscale from the APQ each were calculated independently.  As 
expected, these two subscales yielded relatively low reliability scores (i.e., .55 and .42, 
respectively), a finding that is consistent with previous studies examining their psychometric 
properties.  Low internal consistency on these subscales was likely due to restricted range related 
to parents’ low rates of endorsements of minor corporal punishment.  These low rates may have 
reflected that parents actually implemented few instances of minor physical discipline in these 
households; however, these low rates also may be related to parents’ hesitance to report their use 
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of corporal punishment for fear of possible repercussions (i.e., reporting to and/or intervention by 
professionals), despite attempts in the Consent Form to explain the anonymous nature of the 
study (i.e., no identifying information would be associated with participants’ endorsements).  
Nonetheless, parents report a range in their use of minor physical discipline practices (e.g., 
spanking, hitting, slapping, pinching) in this study.  Frequency information for endorsements of 
each item/question pertaining to minor physical discipline is listed in Table 2. 
 To create the Corporal Punishment variable of interest, the raw Corporal Punishment 
subscale scores from the two measures (APQ and CTSPC) each were standardized into z-scores. 
Then, these scores were averaged for each parent, resulting in a combined Corporal Punishment 
score.   This method was used with the intent of incorporating a higher number of independent 
items relating to this theoretical construct into one variable.  It should be noted that the range in 
reported corporal punishment as indicated by this combined, standardized variable showed a 
significantly and positively skewed distribution (Range = -1.08 to 2.98; M = -.00; SD = .90; 
Median = -.18), indicating that parents are more likely to report low rates of minor physical 
discipline.  Also, there is a small subset of parents who endorse comparably high levels of 
corporal punishment use (see Table 2).
Table 2. Corporal Punishment Frequency Item Analysis 
Measure/Item         
 
Parent-Child Conflict Tactics Scale  
This has 
never 
happened 
Not in a 
year but 
happened 
before 
Once in a 
year 
Twice in a 
year 
3-5 Times 
in a year 
6-10 Times 
in a year 
11-20 
Times in a 
year 
More than 
20 Times 
in a year 
3. Shook him/her 72 (94.7%) 1 (1.3%) 3 (3.9%) 0 0 0 0 0 
4. Hit him/her on the bottom with 
something like a belt, hairbrush, or a 
stick or some other hard object 
66 (86.8%) 6 (7.9%) 1 (1.3%) 1 (1.3%) 0 2 (2.6%) 0 0 
7 Spanked him/her on the bottom 
with your bare hand 
22 (28.9%) 14 (18.4%) 7 (9.2%) 7 (9.2%) 14 (18.4%) 5 (6.6%) 5 (6.6%) 2 (2.6%) 
11.  Slapped him/her on the hand, 
arm, or leg 
34 (44.7%) 7 (9.2%) 7 (9.2%) 10 (13.2%) 9 (11.8%) 4 (5.3%) 3 (3.9%) 2 (2.6%) 
13. Pinched him/her 67 (88.2%) 3 (3.9%) 1 (1.3%) 2 (2.6%) 1 (1.3%) 1 (1.3%) 0 1 (1.3%) 
Alabama Parenting Questionnaire Never Rarely Sometimes Often Always    
33. You spank your child with your 
hand when he/she has done 
something wrong.   
28 (36.8%) 28 (36.8%) 20 (26.3%) 0 0    
35. You slap your child when he/she 
has done something wrong.   
54 (71.1%) 17 (22.4%) 5 (6.6%) 0 0    
38. You hit your child with a belt, 
switch, or other object when he/she 
has done something wrong.   
70 (92.1%) 4 (5.3%) 2 (2.6%) 0 0    
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 After calculating all necessary scale/subscale scores, descriptive statistics for the entire 
sample on all variables utilized in this study were examined, and these results are displayed in 
Table 3.  The clinical significance of ratings on measures of participants’ ratings of the emotional 
and behavioral functioning of their children and adolescents and their depression and anxiety 
were examined first.   
 To examine the relative clinical significance of participants’ ratings of the emotional and 
behavioral problems of their children and adolescents, T scores for broad-band subscales on the 
CBCL were calculated separately using age- and gender-normed comparison groups.  T scores of 
65 to 69 (i.e., 93rd to 97th percentile ranks) are considered to fall within the Borderline range, 
whereas T scores of 70 or greater (i.e., > 97th percentile ranks) are considered to fall within the 
Clinical range.  Scores of 64 or lower are considered to be Nonclinical.   Mean scores for the 
Internalizing Problems, Externalizing Problems, and Total Problems of the children and 
adolescents of the participants in this study fall within the Nonclinical range of functioning (M = 
50.85, SD = 12.06; M = 51.58, SD = 10.44; and M = 53.19, SD = 11.82, respectively) on average.  
Closer examination of the Internalizing, Externalizing, and Total Problems frequencies show that 
10.4% (n = 8), 7.8% (n = 6), and 6.5% (n = 5), respectively, fall within the Borderline range.  
With regard to more severe scores, 3.9% (n = 3) of Internalizing Problems, 5.2% (n = 4) of 
Externalizing Problems, and 5.2% (n = 4) of Total Problems scores fall within the Clinical range 
of functioning.  The remaining scores for Internalizing (81.8%; n = 62), Externalizing (83.1%; n 
= 63), and Total (81.5%; n = 62) Problems fall within the Nonclinical range. 
 Next, relative clinical significance of scores measuring depression, anxiety, and parenting 
stress are examined.  The mean score for participants’ ratings of depressive symptomatology on 
the BDI-II falls within the Minimal range of severity (M = 7.64, SD = 7.55), with the majority 
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(76.3%; n = 58) of individual scores also falling within this range.  In contrast, 11.8% (n = 9) of 
participants report a Mild level of depression, 9.2% (n = 7) endorse a Moderate level of 
depression, and 1.3% (n = 1) report a Severe level of depression (based on clinical cut-offs 
provided by the BDI-II).  Next, the clinical significance of participants’ anxiety scores, as 
measured by the STAI-Y, was examined.  This measure does not provide clear clinical cutoff 
scores by which to categorize levels of anxiety symptoms (Spielberger, 1983).  However, in 
previous uses of this measure, Stauder and Kovács (2003) report evidence of this measure’s 
discriminant validity when it is used to differentiate patients who have psychiatric diagnoses 
from those who do not have psychiatric diagnoses.  In the sample examined by Stauder and 
Kovács (2003), all patients who have a score of 52 or greater on the STAI-Trait Anxiety scale 
(i.e., 50% of their sample) also have at least one psychiatric diagnosis, as established by a 
structured diagnostic interview.  Therefore, Stauder and Kovács (2003) conclude that a cutoff 
score of 52, according to their results, shows high specificity for psychiatric difficulties as well 
as a high level of trait anxiety.  In this study, the mean score for trait anxiety is well below this 
suggested cutoff score (M = 36.82, SD = 11.55), indicating a comparably low average level of 
trait anxiety.  In contrast, however, 14.3% (n = 7) of the participants in this sample score at or 
above a score of 52 on this measure of trait anxiety, suggesting that this portion of the sample 
experiences a comparably high level of this stable aspect of anxiety that may be associated with 
other types of psychological distress.    
 With regard to parenting stress, no participants’ ratings reached the established clinical 
cutoff score (i.e., 162 or greater on the PSI-SF Total Score; Abidin, 1995).  In contrast, 5.2% (4) 
of participants’ ratings fall within the highest 5% (i.e., PSI-SF > 114.84) of stress ratings in this 
sample (M = 70.44, SD = 20.95).  Given that the highest scores do not approximate the clinically 
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significant range, these reports are considered high relative only to the sample obtained in this 
study. 
 Other study measures also are examined for relative clinical significance (i.e., if able to 
ascertained) and/or severity of ratings relative to the sample.  Clinically significant ranges have 
been established for some scales; however, cutoff scores have not been established previously for 
all measures.  Therefore, if no precedent of clinical significance has been determined by previous 
research, relative severity in proportion to the range of scores provided in this sample are 
described.  Also, for some measures, higher ratings theoretically indicate increased difficulties 
(e.g., inconsistent discipline and psychological aggression), whereas, for other measures, lower 
scores theoretically represent poorer functioning in those areas (e.g., parent-child communication 
and involvement).   
 With regard to assessment of the parent-child relationship, 3.9% (3) of participants’ 
scores of parent-child involvement (M = 26.37, SD = 3.65) are within the lowest, or theoretically 
least adaptive, 5% of scores (i.e., PCRI Involvement < 20.85). Also, for parent-child 
communication (M = 26.46, SD = 3.09), 5.2% (4) of parents’ scores fall within the lowest 5% of 
scores (i.e., PCRI Communication < 22.00).  Next, although the utility of the CTSPC in 
identifying clinically relevant parent discipline tactics has been suggested previously, no clinical 
minimum scores are provided for its subscales (Straus et al., 1998).  In this sample, the highest 
5% of scores (i.e., CTSPC Psychological Aggression Total Score > 17.45) for psychological 
aggression (M = 7.63, SD = 5.02) are reported by three (3.9%) participants.  Also, 3.9% (3) of 
participants’ scores fall within the lowest 5% of scores (i.e., CTSPC Nonviolent Discipline < 
8.70) for nonviolent discipline (M = 19.07, SD = 5.91).  Other measurements of parents’ 
discipline, as assessed using the APQ, also may be examined using relative levels compared to 
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the current sample, as no clinical significance scores have been identified.  Thus, ratings of 
inconsistent discipline (M = 11.82, SD = 3.23) fall within the highest 5% of the sample (i.e., 
APQ Inconsistent Discipline Total Score > 19.00) for 5.2% (4) of participants.  Given these 
scores, this sample appears to be relatively well-adjusted. 
Table 3. Means and Standard Deviations for Whole Group  
Variable M SD 
1. CBCL Internalizing 50.85 12.06 
2. CBCL Externalizing 51.58 10.44 
3. CBCL Total Problems 53.19 11.82 
4. BDI-II Depression 7.64 7.55 
5. STAI-State Anxiety 35.63 13.14 
6. STAI-Trait Anxiety 36.82 11.55 
7. PSI-SF Parenting Stress 70.44 20.95 
8. PCRI Involvement 26.37 3.65 
9. PCRI Communication 26.46 3.09 
10. APQ Corporal Punishment 4.36 1.26 
11. APQ Inconsistent Discipline 11.82 3.23 
12. CTSPC Corporal Punishment 4.84 4.44 
13. CTSPC Psychological Aggression 7.63 5.02 
14. CTSPC Nonviolent Discipline 19.07 5.91 
15. Corporal Punishment† -.00 .90 
Note. †Standardized Combined Variable 
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Inferential Statistics:  Demographic Differences 
Next, a series of Chi-Square analyses (i.e., tests of independence) were examined to 
assess between-group differences based on the hearing and communication grouping that 
describes the characteristics of the children and adolescents rated in this study (i.e., Deaf/HOH, 
Communication Disorder, or Both).  The following variables were examined:  location of data 
collection, household income, parent sex, race/ethnicity, education level, work status, marital 
status, previous history of treatment seeking, biological/non-biological relationship to the child 
or adolescent being rated, youth sex and race/ethnicity, and any additional disability exhibited by 
the children and adolescents.  It should be noted that results for these analyses must be examined 
with caution, as many cells contained few, if any, data points.  
Given these limitations, results reveal two significant differences for the 
hearing/communication grouping (see Table 4), that for location of data collection, χ2(22) = 
72.26, p < .001, and an additional disability being experienced by the children and adolescents 
being rated, χ2(2) = 8.38, p < .02.  These findings suggest that there is an overrepresentation of 
parents raising communication disordered youth in the sample recruited from clinics.  This 
finding is not surprising as the children and adolescents who would need the most assistance 
would be seen currently or in the past at those types of clinics.  Similarly, although an 
overrepresentation of parents raising children who are Deaf and HOH come from recruitment 
efforts targeting schools serving this population specifically, this finding is expected given the 
recruitment efforts for this study.  Next, closer examination of the latter finding shows that the 
hearing impaired group and the combined group each are comprised of a higher absolute number 
of children with an additional disability (n = 10 and n = 9, respectively) than the group of 
children with communication disorders only (n = 5).  In interpreting this finding, however, it 
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must be noted that the combined group has the highest percentage of children with an additional 
disability (64.3%) relative to the hearing impairment only and communication disorder only 
groups (i.e., 26.3% and 21.7%, respectively).  Therefore, although there is an overall significant 
difference across the hearing and communication groupings in the frequency of an additional 
disability, it appears that the frequency of those in the combined group who have an additional 
disability may be driving this association.  This finding is not unexpected given that the children 
in this combined group by definition are already identified as experiencing at least two areas of 
significant difficulty (i.e., hearing impairment/loss and a diagnosed communication disorder).  
As these differences can be explained by the expected characteristics of this sample, they are not 
considered in further analyses. 
Table 4. Youth Hearing/Communication Grouping Differences on Demographic Variables 
Variable (Number of Levels) χ2 df p 
Location of Data Collection† 72.26*** 22 .001 
Household Income† (8) 15.72 14 .33 
Parent Sex (2) 2.50 2 .29 
Parent Race/Ethnicity† (5) 12.33 8 .14 
Parent Education† (6) 11.93 10 .29 
Parent Work Status† (4) 7.34 6 .29 
Parent Marital Status (4) 3.25 6 .78 
Parent Treatment History (2) 1.08 2 .58 
Biological/Non-Biological Rel. (2) 1.17 2 .56 
Youth Sex (2) 1.17 2 .56 
Youth Race/Ethnicity (5) 13.87 8 .09 
Youth Additional Disability (2) 8.38* 2  .02 
Note.  * p < .05,  ** p < .01,  *** p < .001; †This calculation contained small or zero cell 
sizes and must be viewed with caution. 
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Inferential Statistics:  Group Mean Differences  
To investigate for other possible between-group differences, three one-way analyses of 
variance (ANOVA) were conducted using internalizing, externalizing, and total problems as 
dependent variables, respectively.  For each of these analyses, the following variables were 
included as independent variables: the hearing and communication grouping (i.e., hearing 
impaired, communication disordered, or both), recruitment location, parent sex, parent 
race/ethnicity, parent having sought treatment, youth sex, and youth additional disability (e.g., 
Ammerman et al., 1994).  Cases were excluded by pairwise deletion.  It should be noted that 
significant differences in outcome measures by parent-child communication style match could 
not be assessed, as incomplete information was gained for a large portion of the sample. See 
Tables 5 through 8 for descriptive information by group categorization.  Results indicate that 
there are no significant main or interaction effects of any variables for internalizing, 
externalizing, or total problems.   
Next, a factorial multivariate analyses of variance (MANOVA) was used to asses for 
between-group differences on the variables scores used in theoretical Models 1, 2, and 3 (see 
Regression Analyses).  For this analysis, the following variables were included as independent 
variables: the hearing and communication grouping (i.e., hearing impaired, communication 
disordered, or both), recruitment location, parent race/ethnicity, parent having sought treatment, 
youth sex, and youth additional disability.  Cases were excluded by pairwise deletion in these 
analyses.  Again, see Tables 5 through 8 for descriptive information by group categorization.  
Using Wilk’s Lambda criterion, results indicate that there are no significant main effects for 
individual variables (hearing and communication grouping F(18, 30) = .65, p < .83; recruitment 
location, F(72, 98) = 1.18, p < .26; parent race/ethnicity, F(27, 44) = 1.19, p < .30; parent having 
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sought treatment, F(9, 15) = .61, p < .77; youth sex, F(9, 15) = .95, p < .51; and youth additional 
disability, F(9, 15) = 1.16, p < .38) and no significant interaction effects for combined 
independent variables for these dependent variables.   As a result, these grouping variables are 
not considered further.  These findings are not surprising, given that previous literature has 
investigated the characteristics of children with hearing impairment/loss and those with 
communication disorders together (Ammerman et al., 1994; Sullivan & Knutson, 2000).  
Table 5. Means and Standard Deviations by the Hearing and Communication  
 Deaf/Hard-of-
Hearing             
Only 
Communication 
Disorder Only  
Both Deaf/HOH and 
Communication 
Disorder 
Variable M SD M SD M SD 
1. CBCL Internalizing 47.84 11.41 56.09 12.09 50.77 11.69 
2. CBCL Externalizing 50.24 10.38 53.64 10.01 52.00 11.50 
3. CBCL Total Problems 50.26 11.33 58.68 11.39 52.46 11.50 
4. BDI-II Depression 7.71 8.10 9.09 8.14 5.29 4.60 
5. STAI-State Anxiety 36.45 12.93 39.14 14.89 28.79 7.92 
6. STAI-Trait Anxiety 37.45 12.00 39.27 12.41 31.00 7.00 
7. PSI-SF Parenting Stress 69.91 20.66 76.40 23.71 61.54 14.57 
8. PCRI Involvement 26.55 4.09 27.13 2.97 24.64 3.18 
9. PCRI Communication 26.32 2.39 26.83 2.81 26.36 5.00 
10. APQ Corporal Punishment 4.45 1.18 4.35 1.53 4.07 1.07 
11. APQ Inconsistent Discipline 12.00 3.35 11.83 3.39 11.21 2.86 
12. CTSPC Corporal Punishment 5.31 4.33 4.74 5.28 3.36 2.90 
13. CTSPC Psychological Aggression 8.74 4.90 7.70 5.60 4.64 3.27 
14. CTSPC Nonviolent Discipline 17.92 6.62 20.74 4.51 19.00 5.53 
15. Corporal Punishment† .08 .86 -.02 1.08 -.28 .66 
Note. †Standardized Combined Variable 
Table 6. Means and Standard Deviations by Recruitment Location 
 1* 2* 3* 4* 5* 
Variable M SD M SD M SD M SD M SD 
1. CBCL Internalizing 48.80 8.64 55.52 11.68 48.57 12.61 42.80 7.80 61.20 6.18 
2. CBCL Externalizing 47.40 6.62 53.17 9.92 51.40 11.56 48.30 8.74 56.00 12.08 
3. CBCL Total Problems 50.40 2.07 58.00 11.16 50.70 13.22 47.90 9.49 59.40 6.88 
4. BDI-II Depression 2.60 2.70 8.13 7.95 6.39 7.80 9.80 6.44 13.80 5.45 
5. STAI-State Anxiety 29.80 7.19 36.88 15.16 33.29 12.36 38.30 13.17 44.60 8.44 
6. STAI-Trait Anxiety 30.80 4.97 37.83 12.47 34.60 10.55 38.00 12.46 49.00 9.08 
7. PSI-SF Parenting Stress 57.04 6.46 74.84 22.80 66.44 19.98 68.69 20.60 90.04 12.90 
8. PCRI Involvement 23.40 6.73 27.00 2.94 26.03 3.20 27.10 4.63 26.80 3.49 
9. PCRI Communication 26.60 3.85 27.00 2.77 26.16 3.68 26.10 2.42 26.20 .84 
10. APQ Corporal Punishment 3.80 .84 4.32 1.49 4.42 1.20 4.50 1.27 4.40 .90 
11. APQ Inconsistent Discipline 9.80 3.11 11.60 3.39 11.94 3.09 12.10 3.93 13.60 1.14 
12. CTSPC Corporal Punishment 3.80 4.32 4.76 5.26 5.35 4.45 5.40 3.06 2.00 1.58 
13. CTSPC Psychological Aggression 7.60 4.98 7.20 5.65 8.10 5.36 7.60 3.60 7.00 3.00 
14. CTSPC Nonviolent Discipline 18.00 10.95 21.00 4.59 18.23 6.29 18.60 5.32 16.60 3.05 
15. Corporal Punishment† -.34 .69 -.02 1.07 .08 .89 .12 .74 -.30 .52 
Note. †Standardized Combined Variable; *1=Independent clinical/private practice (N=5); 2=Clinical hearing/speech practice associated 
with a university (N=25); 3=Schools for the Deaf/HOH (N=31); 4=Parent support groups (N=10); 5=Summer camp for Deaf/HOH 
youth (N=5) 
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Table 7. Means and Standard Deviations by Parent Race/Ethnicity 
 1* 2* 3** 4* 5* 
Variable M SD M SD M SD M SD M SD 
1. CBCL Internalizing** 50.76 12.17 57.00 6.56 - - 47.92 12.13 - - 
2. CBCL Externalizing** 51.62 10.04 59.33 10.97 - - 47.92 11.32 - - 
3. CBCL Total Problems** 53.29 11.96 58.33 10.21 - - 49.69 11.13 - - 
4. BDI-II Depression 7.77 7.35 9.33 10.41 - - 7.77 8.86 4.50 .71 
5. STAI-State Anxiety 36.07 13.10 44.67 22.37 - - 33.46 12.16 30.50 .71 
6. STAI-Trait Anxiety 37.73 11.08 40.67 23.07 - - 34.38 11.49 26.00 11.31 
7. PSI-SF Parenting Stress 71.36 21.88 77.67 19.60 - - 64.34 19.50 75.70 3.16 
8. PCRI Involvement 26.23 3.49 27.00 3.61 - - 26.85 3.76 30.50 3.54 
9. PCRI Communication 26.56 2.51 29.33 2.89 - - 26.54 2.54 26.50 2.12 
10. APQ Corporal Punishment 4.21 1.25 6.33 1.15 - - 4.38 .77 6.00 1.41 
11. APQ Inconsistent Discipline 12.12 3.30 11.00 1.73 - - 10.62 3.43 11.50 .71 
12. CTSPC Corporal Punishment 4.58 4.14 10.33 10.21 - - 5.38 3.75 3.00 4.24 
13. CTSPC Psychological Aggression 7.44 4.46 11.33 11.68 - - 8.23 5.99 5.00 2.83 
14. CTSPC Nonviolent Discipline 20.51 5.25 16.00 7.81 - - 13.23 4.75 20.50 9.19 
15. Corporal Punishment† -.09 .89 1.40 1.38 - - .07 .60 .44 .08 
Note. †Standardized Combined Variable; *1=Caucasian (Non-Hispanic; N=57); 2=African American (low sample size of N=3); 
3=Asian American (low sample size of N=1); 4=Hispanic (N=13); 5=Other (low sample size of N-2); ** No mean value available 
(for the subscale indicated by -) due to sample of N=1. 
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Table 8. Means and Standard Deviations by Child Sex, Child Additional Disability, and Parent Treatment Seeking  
 Child Female Child Male Yes Other 
Child 
Disability 
No Other 
Child 
Disability 
Parent 
Treated 
Parent Not 
Treated 
Variable M SD M SD M SD M SD M SD M SD 
1. CBCL Internalizing 48.56 11.32 52.63 12.45 52.33 12.63 50.12 11.84 56.25 10.51 48.78 11.91 
2. CBCL Externalizing 49.94 11.06 52.85 9.87 52.38 9.26 51.18 11.04 54.80 10.23 49.90 10.21 
3. CBCL Total Problems 51.19 10.93 54.76 12.37 54.67 12.57 52.47 11.49 57.80 11.25 51.16 11.65 
4. BDI-II Depression 6.82 7.46 8.29 7.65 6.84 6.54 8.04 8.04 10.00 8.39 6.60 7.14 
5. STAI-State Anxiety 33.15 11.19 37.57 14.31 33.48 12.48 36.70 13.45 38.95 15.62 34.35 12.18 
6. STAI-Trait Anxiety 35.30 10.83 38.05 12.09 34.25 10.59 38.06 11.89 40.10 14.35 35.31 10.36 
7. PSI-SF Parenting Stress 67.95 21.58 72.45 20.46 68.36 21.32 71.45 20.91 79.84 24.01 66.85 19.14 
8. PCRI Involvement 26.24 2.57 26.48 4.37 26.80 4.12 26.16 3.43 27.05 3.90 26.49 3.00 
9. PCRI Communication 26.85 2.34 26.14 3.59 25.76 4.21 26.80 2.34 25.25 4.19 27.02 2.46 
10. APQ Corporal Punishment 4.15 1.02 4.52 1.42 4.32 1.41 4.37 1.20 4.45 1.43 4.28 1.23 
11. APQ Inconsistent Discipline 11.74 3.35 11.88 3.17 11.00 3.18 12.22 3.21 12.55 3.39 11.47 3.23 
12. CTSPC Corporal Punishment 4.71 3.69 4.95 5.02 4.52 4.30 5.00 4.55 4.20 4.63 5.08 4.45 
13. CTSPC Psychological Aggression 7.97 4.90 7.36 5.17 5.48 3.97 8.69 5.18 7.80 4.75 7.45 5.24 
14. CTSPC Nonviolent Discipline 18.82 6.50 19.26 5.46 19.00 5.58 19.10 6.12 19.55 7.39 18.83 5.36 
15. Corporal Punishment† -.10 .72 .08 1.02 -.05 .93 .02 .89 -.04 .93 -.00 .92 
Note. †Standardized Combined Variable 
Inferential Statistics:  Correlational Analyses   
A Pearson product-moment bivariate correlation matrix (Table 9) was generated to 
investigate the relationships among demographic information (i.e., socioeconomic status, parent 
age, youth age), the emotional and behavioral functioning of children and adolescents (i.e., 
Internalizing, Externalizing, and Total Problems), parents’ functioning (i.e., Depression, State 
and Trait Anxiety, and Parenting Stress), characteristics of the parent-child relationship (i.e., 
Involvement and Communication), and parents’ discipline practices (i.e., Nonviolent Discipline, 
Psychological Aggression, Inconsistency, Corporal Punishment).  It should be noted that, due to 
the exploratory nature of this study, no p value correction was employed and a minimum 
significance level of p < .05 is used unless otherwise stated.  
Demographic Relationships.   
For demographic variables, several significant correlations were expected.  First, 
socioeconomic status was expected to correlate positively with recommended parenting practices 
and negatively with less desirable parenting practices.  In contrast, no significant relationships 
for socioeconomic status and parent or child age were anticipated.  As expected, results show 
that socioeconomic status is correlated significantly and positively with Nonviolent Discipline (r 
= .25, p < .04). SES also is correlated significantly and negatively with child age (r = -.25, p < 
.04).  These relationships suggest that higher family socioeconomic status (i.e., based on 
participants’ education, work status, and household income) is associated with parents using 
more nonviolent discipline and having younger identified children.   Next, significant positive 
correlations were expected between parent and child age, and child age also was expected to be 
correlated negatively with corporal punishment.  Correlational results show that the older the 
parent is at the time of their participation in this study, the older their child or adolescent is as 
83 
 
well (r = .35, p < .002).  Child age also is correlated significantly and negatively with the 
combined corporal punishment variable (r = -.23, p < .04), indicating that participants are more 
likely to endorse the use of minor physical discipline with younger children and adolescents.  
Relationships Among Variables Measuring Similar Constructs.   
Next, significant correlations were expected among all variables related to similar 
constructs of interest.  Specifically, it was expected that each of the three parent functioning 
variables would relate significantly to one another, as would the two parent-child relationship 
variables, the four discipline dimensions, and the three behavior problems scores for children and 
adolescents.  Positive directionality was expected for all these correlations.   
  With regard to child problems, the expected positive correlations are found.  In particular, 
higher levels of internalizing problems are associated significantly with higher levels of 
externalizing problems (r = .69, p < .001) and total problems (r = .87, p < .001).  There is also a 
significant and positive correlation between externalizing and total problems (r = .87, p < .001).  
With regard to the parent functioning variables, results show that parents’ depression (r = .56, p 
< .001), state anxiety (r = .53, p < .001), and trait anxiety (r = .63, p < .001) all are correlated 
significantly and positively to parenting stress. Also, parents’ depression is correlated 
significantly and positively with state anxiety (r = .81, p < .001) and trait anxiety (r = .86, p < 
.001).  Finally, parents’ higher rates of state anxiety also are associated significantly with higher 
trait anxiety (r = .89, p < .001).   
With regard to parent-child relationship characteristics, the two measured parent-child 
relationship characteristics, involvement and communication, are not correlated significantly 
with one another (r = .01, p < .97).  With regard to the four measured discipline dimensions, 
several expected correlations are noted.  Parents’ use of nonviolent discipline is correlated 
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significantly and positively with engagement in psychological aggression (r = .24, p < .04) and 
inconsistent discipline (r = .27, p < .02).  This finding indicates that participants’ increased use of 
a range of nonviolent parenting behaviors is related to more parenting inconsistency and greater 
use of verbal aggression toward their children and adolescents who have hearing and/or 
communication difficulties.  Psychological aggression also is correlated significantly and 
positively with inconsistent discipline (r = .36, p < .001), suggesting that parents’ engagement in 
verbal aggression tactics is related to higher rates of inconsistency in parenting strategies.  The 
APQ corporal punishment subscale is correlated significantly and positively with participants’ 
use of psychological aggression (r = .45, p < .001) and nonviolent discipline (r = .23, p < .05).  
The CTSPC corporal punishment subscale is associated significantly and positively with 
participants’ use of psychological aggression (r = .59, p < .001) and nonviolent discipline (r = 
.27, p < .02).  The two corporal punishment subscales (APQ and CTSPC) are correlated 
significantly and positively with one another (r = .62, p < .001), thus lending themselves to being 
merged into a single standardized variable.  With regard to the standardized combined corporal 
punishment score, this score is correlated significantly with parents’ use of psychological 
aggression (r = .58, p < .001) and nonviolent discipline (r = .28, p < .02).   
Relationships Among Parents’ Functioning, the Parent-Child Relationship, and 
Discipline.   
Significant negative correlations were expected between parents’ functioning and parent-
child relationship characteristics, indicating that higher levels of psychological symptomatology 
and perceived parenting stress would relate to lower reported frequencies of communication and 
involvement behaviors between parents and their children. In contrast to predictions, no 
significant correlations are noted between parents’ depressive and anxious symptomatology and 
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the two parent-child relationship factors (depression and involvement, r = .11 p < .36; depression 
and communication, r = -.12, p < .31; state anxiety and involvement, r = .12, p < .32; state 
anxiety and communication, r = -.18, p < .13; trait anxiety and involvement, r = .10, p < .39; trait 
anxiety and communication, r = -.18, p < .12).  As expected, however, higher reported parenting 
stress is associated significantly with lower parent-child communication (r = -.31, p < .006).   In 
contrast, parenting stress is correlated significantly and positively with parent-child involvement 
(r = .29, p < .01).  Overall, these findings suggest that parenting stress, rather than parents’ 
depression and anxiety, is related to parent-child relationship characteristics. 
Next, significant positive correlations were expected between parents’ functioning and 
discipline practices, suggesting that higher levels of psychological distress would be related 
directly to less effective and more extreme parenting strategies. Participants’ depression is 
correlated significantly and positively with psychological aggression (r = .28, p < .02), indicating 
that higher levels of depression are associated with a greater use of verbal aggression toward 
children and adolescents.  Participants’ state anxiety also is correlated significantly and 
positively with the use of psychological aggression toward children (r = .28, p < .01) as well as 
inconsistent discipline (r = .43, p < .001), suggesting that higher situational anxiety is related to 
parents’ lack of consistency and follow-through with consequences for misbehavior.  As 
anticipated, parenting stress is correlated significantly and positively with parents’ use of 
psychological aggression (r = .33, p < .004) and the use of inconsistent discipline toward 
identified children (r = .40, p < .001).  These findings indicate that high parenting stress is 
associated with higher usage of discipline strategies that are considered negative and/or 
ineffective. Overall, it seems that parents’ increased depression, state anxiety, and parenting 
86 
 
stress are associated with poorer parenting strategies used with children and adolescents who 
have hearing and/or communication disorders. 
Relationships Among Parents’ Functioning, the Parent-Child Relationship, and 
Children’s Problems.  
Next, significant positive relationships were expected between parents’ functioning and 
children’s problems, such that higher levels of parents’ psychological symptomatology and stress 
would relate to higher reported frequencies of children’s internalizing, externalizing, and total 
problems.  As expected, all parents’ psychological symptoms (i.e., depression [r = .40, p < .001], 
state anxiety [r = .36, p < .002], trait anxiety [r = .41, p < .001]) and parenting stress (r = .59, p < 
.001) are related significantly and positively to children’s internalizing problems.  These findings 
indicate that parents’ more problematic psychological symptoms are associated with higher 
ratings of internalizing problems in their children and adolescents who have hearing and/or 
communication disorders.  Similarly, several characteristics of parents’ psychological symptoms 
(i.e., depression [r = .35, p < .003], state anxiety [r = .36, p < .002], trait anxiety [r = .35, p < 
.003], and parenting stress [r = .55, p < .001]) are correlated significantly and positively with 
children’s externalizing problems, indicating that higher levels of parents’ problematic 
psychological symptoms and parenting stress are associated with higher ratings of externalizing 
problems in their children and adolescents.  Additionally, higher levels of parents’ symptoms 
(i.e., depression [r = .40, p < .001], state anxiety [r = .39, p < .001], trait anxiety [r = .40, p < 
.001]) and parenting stress (r = .60, p < .001) are related significantly and positively with 
children’s total problems. 
Conversely, significant negative correlations were expected between parent-child 
relationship characteristics and children’s problems, indicating that endorsements of higher 
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levels of communication and involvement would be related to lower levels of internalizing, 
externalizing, and total problems in children and adolescents who have hearing and 
communication disorders.  Only parent-child communication is correlated significantly and 
negatively with externalizing and total problems (r = -.28, p < .02, and r = -.28, p < .02, 
respectively), indicating that higher levels of parent-child communication are related to lower 
rates of externalizing and total problems in children and adolescents who have hearing and 
communication difficulties.   
Next, parents’ discipline practices were expected to correlate significantly and positively 
with children’s problems, such that higher endorsements of ineffective and harsh parenting 
practices would be related to higher levels of children’s internalizing, externalizing, and total 
problems.  As expected, engagement in inconsistent parenting is correlated significantly and 
positively to children’s internalizing problems (r = .29, p < .01).  Also, parents’ use of 
psychological aggression (r = .43, p < .001), inconsistent discipline (r = .38, p < .001), and 
nonviolent discipline (r = .28, p < .02) are correlated significantly and positively to children’s 
externalizing problems.  These findings indicate that higher rates of a variety of parenting 
behaviors are related to parents’ ratings of the externalizing problems exhibited by their children 
and adolescents.  With regard to physical discipline tactics, parents’ increased use of corporal 
punishment (APQ [r = .27, p < .02], CTSPC [r = .24, p < .04], and the standardized combined 
corporal punishment statistic [r = .28, p < .02]) is related significantly and positively to ratings of 
externalizing problems in children and adolescents who have hearing and communication 
disorders, indicating that higher levels of minor physical discipline are associated with higher 
levels of children’s externalizing problems.  In contrast, corporal punishment is not associated 
significantly with parents’ ratings of internalizing (APQ [r = .05, p < .69], CTSPC [r = -.04, p < 
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.76], combined CP [r = .01, p < .95]) or total (APQ [r = .17, p < .14], CTSPC [r = .09, p < .46], 
combined CP [r = .15, p < .22]) problems.  
Table 9. Correlation Matrix  
Variables 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 
1.  SES 1                  
2. Parent  Age .20 1                  
3. Child Age -.25* .35** 1                
4. CBCL Internal. .00 .00 -.02 1               
5. CBCL External. .03 -.04 -.11 .69** 1              
6. CBCL Total Prob. .06 .01 -.04 .87** .87** 1             
7. BDI-II Depression -.12 -.01 .10 .40** .35** .40** 1            
8. STAI-State Anxiety -.04 .11 .12 .36** .36** .39** .81** 1           
9. STAI-Trait Anxiety -.03 .00 .11 .41** .35** .40** .86** .89** 1          
10. PSI-SF Stress .10 -.11 -.06 .59** .55** .60** .56** .53** .63** 1         
11. PCRI Involvement .07 -.06 -.04 .23 -.01 .10 .11 .12 .10 .30** 1        
12. PCRI Comm. -.12 .00 .09 -.23 -.28* -.28* -.12 -.18 -.18 -.31** .01 1       
13. APQ Corp. Pun. .01 -.07 -.11 .05 .27* .17 .03 .06 .04 .06 .08 .02 1      
14. APQ Inc. Disc. .20 .10 .05 .29* .38** .33** .50** .43** .50** .40** .15 -.26* .19 1     
15. CTSPC Corp. Pun. .10 -.22 -.31** -.04 .24* .09 -.08 -.05 -.08 .05 .01 .02 .62** .04 1    
16. CTSPC Psy. Aggr. .09 -.20 -.14 .12 .43** .30** .28* .28* .28* .33** .03 -.11 .45** .36** .59** 1   
17. CTSPC Nonviolent .25* .05 -.17 .08 .28* .20 .10 .08 .11 .20 -.14 -.08 .23* .27* .28* .24* 1  
18. Corporal Pun.† .07 -.16 -.23* .01 .28* .15 -.03 .01 -.02 .07 .05 .02 .90** .13 .90** .58** .28* 1 
Note. Correlations are significant at the following levels: * p < .05,  ** p < .01,  *** p < .001; †Standardized Combined Variable 
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Inferential Statistics:  Regression Analyses   
Multiple regression analyses were employed to investigate Models 1, 2, 3, and 4 (i.e., to 
examine the predictive utility of specific groupings of parent and parent-child variables for 
parents’ endorsement of corporal punishment) and Models 5, 6, and 7 (i.e., to examine the 
prediction of child behavior problems).  The entire sample (i.e., including children and 
adolescents who have hearing impairment/loss, communication disorders, and both) was 
evaluated together, as a lack of significant group differences across a majority of the variables of 
interest were demonstrated in the Chi-Square, ANOVA, and MANOVA analyses.  With regard 
to needed sample size, an initial power analysis (Cohen, 1992) determines that, for a medium 
effect size to be detected at an α < .05 level of significance, a sample size of 97 participants 
should be obtained for Models 1 and 1a that incorporate six independent variables in each 
multiple regression statistic.  If a large effect size is expected, a sample size of 45 participants is 
suggested to detect significance at an α < .05 level.  For Model 2, which examines five 
independent variables, a power analysis (Cohen, 1992) suggests that a participant pool of 91 
individuals would be necessary to detect a medium effect size, whereas 42 participants would be 
needed for an expected large effect size, each at an α < .05 level of significance.  A power 
analysis (Cohen, 1992) for Models 3, 4, 5, 6, and 7 (incorporating eight independent variables in 
each multiple regression statistic) suggests that 107 participants would be needed to detect a 
medium effect size and that 50 participants would be needed to detect a large effect size at an α < 
.05 level of significance.  As mentioned previously, existing studies note the ongoing difficulty 
in conducting research with families raising children and adolescents who have hearing and 
communication problems as a result of low sample sizes (Crain & Kluwin, 2006); however, a 
long held maxim of research regarding this population has dictated a minimum sample size of 30 
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(Borg & Gall, 2006).  Thus, the sample size of this study was deemed to be acceptable for these 
analyses, particularly as they were considered to be exploratory in nature. 
Model 1:  Parents’ Functioning, Parenting, and Corporal Punishment-Mediational 
Relationships.   
Based on the Baron and Kenny (1986) model of mediation testing utilizing sequential 
regression analyses, a series of regressions investigated the relationships between parents’ 
functioning, ineffective parenting practices, and Corporal Punishment.  For mediation to be 
indicated in this analysis, the predictor construct (parents’ functioning) must first demonstrate 
significant prediction of the outcome variable, Corporal Punishment.  Then, the hypothesized 
mediator (ineffective parenting practices) must demonstrate significant relationships with both 
the predictor construct and the outcome variable.  Finally, the predictor construct (parents’ 
functioning) and the mediator (ineffective parenting practices) are both entered into a regression 
predicting the outcome, Corporal Punishment.  In this regression, mediation is indicated if the 
mediator (ineffective parenting practices) significantly predicts Corporal Punishment, and 
parents’ functioning no longer remains a significant predictor (or would be weakened in the case 
of partial mediation).   
Following this procedure, variables for parents’ functioning (i.e., Depression, Trait 
Anxiety, and Parenting Stress) first were entered into a regression to investigate their prediction 
of Corporal Punishment.  Results indicate that the three psychological characteristics of parents 
together did not predict significantly the combined Corporal Punishment variable, F(3, 70) = .27, 
p < .85. To further investigate this finding, multicollinearity statistics were then examined as the 
constructs of depression and anxiety are related so highly.  Research (e.g., Gardner, 2001; 
Tabachnick & Fidell, 2007) suggests that multicollinearity often accompanies correlations 
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between r = .70 to r =.90 and may weaken a regression analysis.  Considering the high bivariate 
correlation between Depression and Trait Anxiety (r = .81, p <.01) exhibited in this study, in 
addition to tolerance and VIF indicators that approach suggested levels of significance, it is 
reasonable to presume that multicollinearity is a factor in this regression analysis.  Options for 
rectifying a multicollinearity problem include 1) deletion of one of the two redundant variables, 
2) summing or averaging of the two variables, or 3) computing the variables’ principal 
components for use as predictors, rather than the original variables (Tabachnick & Fidell, 2007).   
In this case, it appears that selection of a variable for exclusion is an appropriate action 
and may be made by both theoretical hypothesis and by identifying the variable with the highest 
variance proportion.  Previous research demonstrates significant overlap in experiences of 
depression and anxiety (e.g., Hranov, 2007) as well as a link between parents’ depression and 
parents’ attitudes regarding the use of corporal punishment (e.g., Lutenbacher & Hall, 1998).  
These theoretical underpinnings, in combination with a comparatively higher variance inflation 
factor (VIF) for Trait Anxiety versus Depression, suggest that Trait Anxiety should be excluded 
from further regression analyses predicting corporal punishment.  Therefore, the first regression 
in Model 1 was recalculated using Depression and Parenting Stress as predictors of the combined 
corporal punishment variable.  The results of this revised regression reveal that Depression and 
Parenting Stress together still did not predict significantly corporal punishment, F(2, 72) = .38, p 
< .69.      
Next, several regression analyses were conducted to investigate relationships between 
mediator variables and predictor and outcome variables, as these relationships are required for 
Model 1 to be supported.  Depression and Parenting Stress were entered together into three 
separate regressions to investigate their prediction of each mediator variable (ineffective 
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parenting practices).  One regression analysis demonstrated that parents’ functioning predicts 
significantly Inconsistent Discipline, F(2, 72) = 13.66, p < .001, and another regression analysis 
reveals that parents’ functioning predicts significantly Psychological Aggression, F(2, 72) = 
4.87, p < .01.  In contrast, however, parents’ functioning does not predict significantly 
Nonviolent Discipline, F(2, 72) = 1.47, p < .24.  Then, to investigate the relationship between  
the mediators and the outcome, Nonviolent Discipline, Psychological Aggression, and 
Inconsistent Discipline were entered together into one regression to investigate their combined 
prediction of Corporal Punishment.  As expected, this group of parenting behaviors significantly 
predicted Corporal Punishment, F(3, 72) = 13.92, p < .001.   
Finally, the variables that comprise parents’ functioning (i.e., Depression and Parenting 
Stress) and parenting practices (i.e., Inconsistent Discipline, Nonviolent Discipline, and 
Psychological Aggression) all were entered simultaneously as potential predictors of Corporal 
Punishment.  Although the overall regression is significant, F(5, 69) = 9.12, p < .001, only 
parents’ use of Psychological Aggression (p < .001) proves to be a significant predictor of 
parents’ use of Corporal Punishment.   
In sum, the proposed meditational Model 1 is not supported for several reasons.  First, 
parents’ functioning did not fulfill the criterion of significantly predicting Corporal Punishment, 
despite accounting for the initial issue of multicollinearity.  Also, one of the proposed mediator 
variables, Nonviolent Discipline, was not significantly predicted by parents’ functioning, again 
not fulfilling a basic tenet of a mediational model.  Finally, the last regression analysis violated 
the significance expectations described above, per Baron and Kenny (1986); therefore, Model 1 
is rejected. 
 
94 
 
Table 10. Model 1:  Parents’ Functioning (Predictor), Ineffective Parenting Practices 
(Mediator), and Corporal Punishment (Outcome) 
Independent Variable F r 2 Beta t p 
Predictor to Outcome Regression 
Parenting Stress 
Depression
.38 
 
.01  
.12 
-.09 
 
.83 
-.67 
.69 
.41 
.51 
Predictor to Mediator (Inc. Discipline) Regression 
Parenting Stress 
Depression
13.66 .28***  
.18 
.40 
 
1.50 
3.33** 
 
.14 
.001 
Predictor to Mediator (Psych. Aggression) Regression  
Parenting Stress 
Depression
4.87 .12*  
.25 
.14 
 
1.88 
1.03 
 
.06 
.31 
Predictor to Mediator (Nonvio. Discipline) Regression 
Parenting Stress 
Depression
1.47 .04  
.21 
-.01 
 
1.48 
-.10 
 
.14 
.92 
Mediator to Outcome Regression 
Inconsistent Discipline 
Nonviolent Discipline 
Psychological Aggression
13.92 .37***  
-.13 
.18 
.58 
 
-1.23 
1.80 
5.70***
.001 
.22 
.08 
.001 
Predictor and Mediator to Outcome Regression 
Parenting Stress 
Depression 
Inconsistent Discipline 
Nonviolent Discipline 
Psychological Aggression
9.12 .40***  
-.07 
-.17 
-.03 
.17 
.61 
 
-.57 
-1.36 
-.23 
1.74 
5.92***
.001 
.57 
.18 
.82 
.09 
.001 
Note. Regressions are significant at: * p < .05, ** p < .01, *** p < .001;Variables entered using Enter command. 
 
 
Alternate Model 1a:  Parents’ Depression, Parenting Stress, and Corporal Punishment-
Mediational Relationships.  
As Model 1 is unsupported, an alternate examination of the potential meditational utility 
of parenting stress in the relationship between parents’ depressive symptoms and corporal 
punishment was conducted, per the steps outlined by Baron and Kenny (1986).  In Model 1a, 
Depression was entered into a regression to examine its unique prediction of Corporal 
Punishment, however, this regression is not significant, F(1, 73) = .06, p < .80.  (Note that Trait 
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Anxiety was not included as a predictor variable due to concerns about multicollinearity.)  Next, 
in another separate regression analysis, Depression is found to predict significantly the mediator 
variable, Parenting Stress, F(1, 73) = 32.56, p < .001.  The mediator’s relationship with the 
outcome also was examined, and Parenting Stress is not found to significantly predict Corporal 
Punishment, F(1, 74) = .31, p < .58.  Finally, the meditational Model 1a was examined by 
entering both Depression and Parenting Stress into a final regression to investigate their 
combined prediction of Corporal Punishment, F(2, 72) = .38, p < .69.   Results suggest that 
parenting stress does not mediate the relationship between parents’ depression and parents’ use 
of corporal punishment, as predictive relationships are not significant in the manner outlined by 
Baron and Kenny (1986) as necessary to indicate mediation. 
Table 11.  Alternate Model 1a:  Parent Depression (Predictor), Parenting Stress (Mediator), and 
Corporal Punishment (Outcome) 
Independent Variable F r 2 Beta t p 
Predictor to Outcome Regression 
Depression
.06 .00  
-.03     
 
-.25 
.80 
Predictor to Mediator Regression 
Depression
32.56 .31***  
.56 
 
5.71*** 
.001 
Mediator to Outcome Regression 
  Parenting Stress
.31 .00  
.07 
 
.56 
.58 
Predictor and Mediator to Outcome Regression 
Depression 
Parenting Stress
.38 
 
.01  
-.09 
.12 
 
-.67 
.83 
.69 
.51 
.41 
Note. Regressions are significant at: * p < .05, ** p < .01, *** p < .001; Variables entered using Enter command. 
 
 
Model 2:  Parents’ Functioning, Disrupted Relationship, and Corporal Punishment-
Moderational Relationships.   
Next, using the Baron and Kenny (1986) model of moderation testing, the following three 
blocks were entered into one regression analysis.  Parents’ functioning (i.e., Depression and 
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Parenting Stress but not Trait Anxiety) were entered simultaneously in Block 1 of the regression 
to investigate their unique prediction of the dependent variable, Corporal Punishment.  Next, 
parent-child relationship characteristics (i.e., Involvement and Communication) were entered 
together in Block 2 of the regression.  In preparation for variables to be entered in Block 3, the 
predictor variables that comprise parents’ functioning and parent-child relationship 
characteristics first were centered around zero (i.e., by subtracting the sample mean for each 
variable from all individual scores), as suggested by Rose, Holmbeck, Coakley, and Franks 
(2004).  This transformation served to prevent multicollinearity among the predictors and allow 
for proper testing of simple slopes (Rose et al., 2004).  Then, the newly transformed independent 
variables were multiplied to create four interaction terms (i.e., the combined products of 
depression and involvement, depression and communication, parenting stress and involvement, 
and parenting stress and communication).  These four interaction terms were then entered in 
Block 3.   
For the moderational model to be supported, parents’ functioning should demonstrate 
significant prediction of corporal punishment in Block 1.  In Block 2, parent-child relationship 
characteristics also should predict significantly corporal punishment.  In Block 3, significant 
predictive utility of the interaction terms should indicate that the moderating variables are active 
in the relationship between the predictor variables and criterion variable such that the impact or 
the nature of the predictors on the criterion variable varies according to the strength of the 
moderating variable. Unfortunately, the overall model is unsupported (see Table 12), as Block 1 
is nonsignificant, F(2, 72) = .38, p < .69, Block 2 is nonsignificant, F(4, 70) = .23, p < .92, and  
Block 3 reveals nonsignificant findings as well, F(8,66) = .76, p < .64; thus, the required 
conditions for moderation are not met.    
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Table 12. Model 2:  Parents’ Functioning (Predictor), Ineffective Parenting Behavior 
(Moderator), and Corporal Punishment (Outcome) 
 
Independent Variable F r 2 (∆r 2) Beta t p 
Block 1 
Depression  
Parenting Stress 
.38 .01  
-.09 
.12 
 
-.67 
.83 
.69 
.51 
.41 
Block 2 
Depression 
Parenting Stress 
Involvement 
Communication 
.23 .01 (.00)  
-.10 
.13 
.02 
.05 
 
-.67 
.82 
.14 
.39 
.92 
.50 
.42 
.89 
.70 
Block 3 
Depression 
Parenting Stress 
Involvement 
Communication  
Interaction Term 1a 
Interaction Term 2b 
Interaction Term 3c  
Interaction Term 4d  
.76 .08(.07)  
-.21 
.24 
-.05 
.12 
.28 
-.11 
-.10 
.15 
 
-1.31 
1.32 
-.37 
.70 
1.78 
-.48 
-.71 
.76 
.64 
.19 
.19 
.71 
.49 
.08 
.63 
.48 
.45 
Note. Regressions are significant at: * p < .05,  ** p < .01,  *** p < .001; Variables entered using Enter command;   
a Interaction term consisted of the following centered variables:  Depression and Involvement;  
b Interaction term consisted of the following centered variables:  Depression and Communication; 
c Interaction term consisted of the following centered variables:  Parenting Stress and Involvement; 
d Interaction term consisted of the following centered variables:  Parenting Stress and Communication. 
 
 
Model 3:  Parents’ Functioning, Parenting Behaviors, Parent-Child Relationship, and 
Corporal Punishment.   
An analysis of Model 3 was conducted to evaluate the predictive utility of all eight 
independent variables (i.e., parents’ functioning, parenting behaviors, and parent-child 
relationship characteristics) for parents’ use of corporal punishment.  When entered into a 
regression using a stepwise method (which statistically selects the most highly predictive set of 
independent variables to retain in the final predictive model), only two variables were retained 
statistically in the final equation:  parents’ depression and psychological aggression.  Together, 
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this combination of variables predicts significantly the occurrence of corporal punishment, F(2, 
71) = 20.86, p < .001, and accounts for a significant portion of the variance in this outcome 
(37.0%).   In sum, it appears that one parent characteristic, depressive symptoms, and one 
parenting behavior, psychological aggression, together are the best predictors of the use of 
corporal punishment by parents of children and adolescents who have hearing impairment/loss 
and communication disorders. 
Table 13. Model 3: Overall Model in Predicting Corporal Punishment 
Independent Variable F r 2 Beta t p 
Block 1 
Depression 
Psychological Aggression 
20.86 .37*  
-.20 
.63 
 
  -2.08* 
6.45*** 
.04 
.04 
.001 
Note. Regressions are significant at: * p < .05,  ** p < .01,  *** p < .001;   Independent variables (Depression, Trait 
Anxiety, Parenting Stress, Involvement, Communication, Nonviolent Discipline, Psychological Aggression, and  
Inconsistent Discipline) were entered using Stepwise command, and only those that were statistically retained are 
indicated. 
 
Model 4:  Nonviolent Discipline, Child Externalizing Problems, and Corporal 
Punishment: Mediational Relationships.   
An additional exploratory investigation of a predictive model of corporal punishment was 
conducted, given the relationships among discipline behaviors, child externalizing problems, and 
harsh parenting.  Model 4 further examined the discipline-mediated model of predicting use of 
corporal punishment (Greenwald et al., 1997) by examining a hypothesis that ineffective 
discipline practices in association with higher rates of externalizing behavior problems may 
result in escalation toward the use of minor physical discipline.  In the context of this theory, the 
relationship between nonviolent discipline and corporal punishment is expected to be mediated 
by parents’ perceptions of youth externalizing behavior problems (Brubaker & Szakowski, 
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2000).  Thus, the requirements to suggest mediation purported by Baron and Kenny (1986) are 
again examined here. 
First, a regression incorporating Nonviolent Discipline as an independent variable 
predicting Corporal Punishment is found to be significant, F(1, 74) = 6.27, p < .02.  Next, the 
relationship between the predictor, Nonviolent Discipline, and the mediator, Externalizing 
Behavior Problems, was examined, and Nonviolent Discipline is found to signfiicantly predict 
this hypothesized mediator, F(1, 71) = 6.22, p < .02, as expected.    Another regression analysis 
examined the prediction of the outcome, Corporal Punishment, by the mediator, Externalizing 
Behavior Problems, and this relationship also if found to be signficant, F(1, 71) = 6.25, p < .02. 
A final regression analysis incorporating both Nonviolent Discipline and Externalizing Behavior 
Problems simultaneously as predictors of Corporal Punishment was significant, F(2, 70) = 4.95, 
p < .01.  Also, within the context of the significant predictive relationships found between 
predictor and mediator variables, the hypothesized Model 4 is supported partially, as each 
independent variable predicts individually through weakened relationships in the final 
regression.  However, it is unclear which independent variable, Nonviolent Discipline or 
Externalizing Behavior Problems, serves as the mediator in predicting Corporal Punishment in 
this model, as the two variables remain comparable in the strength of their unique prediction. 
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Table 14.  Model 4: Nonviolent Discipline (Predictor), Children’s Externalizing Problems 
(Mediator), and Corporal Punishment (Outcome) 
Independent Variable F r 2 Beta t p 
Predictor to Outcome Regression 
Nonviolent Discipline
6.27 .08*  
.28 
 
2.50* 
.02 
Predictor to Mediator Regression 
Nonviolent Discipline
6.22 .08*  
.28 
 
2.49* 
.02 
Mediator to Outcome Regression 
Externalizing Behavior Problems
6.25 
 
.08*  
.28 
 
2.50* 
.02 
 
Predictor and Mediator to Outcome Regression 
Nonviolent Discipline 
Externalizing Behavior Problems
4.95 .12*  
.22 
.22 
 
1.85 
1.91 
.01 
.07 
.06 
Note.  Regressions are significant at: * p < .05 
 
Models 5, 6, and 7:  Parents’ Functioning, Parenting Behaviors, Parent-Child 
Relationship, and Child Functioning.   
To provide a final “big” picture of the variables examined in this study, Models 5, 6, and 
7 incorporated simultaneously all parents’ characteristics, parenting practices, and parent-child 
relationship characteristics as potential predictors of children’s internalizing, externalizing, and 
total problems, respectively.  When entered into a regression using a stepwise method, only one 
variable, Parenting Stress, was retained in Model 5 due to its significant prediction of 
internalizing behavior problems, F(1, 69) = 37.69, p < .001, and this accounted for 35.3% of the 
variance in this outcome.  Parenting Stress and Psychological Aggression were both retained in 
Model 6, which investigated the prediction of externalizing behavior problems, F(2, 68) = 20.44, 
p < .001, and this accounted for a significant portion of the variance (37.5%) of this outcome. In 
Model 7, predicting total problems, only Parenting Stress was retained from the stepwise 
regression analysis, F(1, 69) = 39.21, p < .001, and this factor accounted for 36.2% of the 
variance in this outcome.  In sum, it appeared that parents’ ratings of children’s behavior 
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problems are predicted by Parenting Stress and Psychological Aggression, but not parent-child 
relationship characteristics. 
Table 15. Models 5, 6, and 7: Overall Models in Predicting Children’s Problems  
Independent Variable F r 2 Beta t p 
Regression/Model 5 
Parenting Stress
37.69 .35***  
.59 
 
6.14*** 
.001 
Regression/Model 6 
Parenting Stress 
Psychological Aggression
20.44 .38***  
.46 
.28 
 
4.52*** 
2.80** 
.001 
.001 
.007 
Regression/Model 7 
Parenting Stress
39.21 .36***  
.60 
 
6.26*** 
.001 
Note. Regressions are significant at: * p < .05, ** p < .01, *** p < .001; Dependent variables are as follows: 
Internalizing Behavior Problems for Model 5, Externalizing Behavior Problems for Model 6, and Total Behavior 
Problems for Model 7;  Independent variables (Depression, Trait Anxiety, Parenting Stress, Involvement, 
Communication, Nonviolent Discipline, Psychological Aggression, and  Inconsistent Discipline) were entered using 
Stepwise command, and only those that were statistically retained are indicated.  
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CHAPTER FIVE:  DISCUSSION 
Although interventions aimed at improving the communication, language, and learning 
skills of children and adolescents who have hearing and communication disorders are certainly 
important, these alone may not protect these children and adolescents from psychological 
difficulties if other family factors are contributing to the development, maintenance, and/or 
exacerbation of behavior problems.  Thus, this study investigates the relationships among 
characteristics of parents and the parent-child relationship, parents’ discipline choices, and the 
subsequent behavior problems of children and adolescents who have hearing and communication 
disorders.  The current study is important in its attempt to identify predictors of parental 
engagement in corporal punishment in this population, as child maltreatment occurs frequently in 
this population of children and adolescents (e.g., Ammerman et al., 1994; Sullivan & Knutson, 
1998a, 1998b, 2000).  Further, correlates of children’s emotional and behavioral problems also 
are investigated to examine whether relationship patterns in these families are consistent with 
extant literature describing families and children and adolescents who have normal hearing and 
communication abilities.   
Parents’ Functioning and Ratings of Their Children and Adolescents 
Although a majority of parents’ reports of their own depressive and anxious symptoms 
fall within the nonclinical range of functioning in this study, a small portion of this group 
experiences clinically significant levels of these symptoms (Achenbach & Rescorla, 2001; Beck 
et al., 1996; Spielberger, 1983).  Also, few participants’ ratings of parenting stress fall within the 
more problematic, or highest, 5% range of functioning in the sample, and none reached the 
clinical cutoff score suggested by previous literature (Abidin, 1995).  With regard to 
characteristics of the parent-child relationship, a small proportion of parents endorse very low 
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levels of communication and involvement with their children, as compared to the range of 
ratings across the sample. Additionally, a majority of the parents in this sample report that their 
children and adolescents experience nonclinical levels of internalizing, externalizing, and total 
problems relative to gender-specific age-normed data.  Low rates of clinically significant levels 
of emotional and behavioral problems in children and adolescents who have hearing and 
communication difficulties is an unexpected finding, as previous research suggests that these 
children and adolescents experience considerable rates of syptomatology, particularly 
externalizing behavior problems (e.g., Baker & Cantwell, 1982; Carson et al., 1998; Prizant et 
al., 1990; Schnittjer & Hirshoren, 1981; Sigafoos, 2000; Tavormina et al., 1981; van Gent et al., 
2007).   
It may be that a selection bias occurred with regard to the parents who completed this 
study versus those who elected not to participate.  It is possible that those parents who feel that 
their children exhibit lower, or more manageable, levels of behavior problems are 
overrepresented in this sample.  As there is no data concerning a non-participating group, this 
possibility cannot be examined statistically.  Further, many participants were recruited from 
clinical intervention settings (i.e., where children and adolescents are being seen for therapy) and 
many of the children and adolescents who are rated in this study receive some form of clinical 
intervention for their hearing and/or communication difficulties currently or previously.  
Although these children and adolescent may not have been seen specifically for emotional and 
behavioral difficulties, receiving support outside the family, despite the reason, may impact their 
well-being positively.  Similarly, a large portion of the parents in this sample also engaged in 
some method of treatment for a variety of reported reasons, including parenting support for child 
behavior management as well as interventions targeting improvements in their personal 
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depressive or anxious symptomatology and/or marital support.  Naturally, this finding may be 
related to a majority of parents’ psycholgoical well-being indicators falling within normal limits, 
as these interventions may have resulted in improvements or maintenance of adaptive aspects of 
their psychological  functioning.  Thus, overall, families who are more well-adjusted may be 
overrepresented in this sample. 
Parenting Behaviors 
The reported incidence of parenting behaviors and discipline practices varies somewhat 
among the sample examined in this study.  First, a majority of the parents in this sample reports 
engaging in nonviolent, or positive, parenting discipline behaviors, including reasoning with 
their children and adolescents, using response cost, and implementing time-out.  Also, as 
expected, a majority of the parents in this sample reports low levels of engagement in extreme, 
negative aspects of discipline, such as psychological aggression (e.g., Straus et al., 1998), or 
verbal or symbolic acts intended to cause their children and adolescents psychological pain or 
fear.  Similarly, parents’ ratings of inconsistency in discipline practices are generally low, with 
few parents’ ratings falling within the highest, or most problematic, portion of the sample group.   
Next, as parents’ use of corporal punishment was a focal point in this study, particular 
emphasis was placed on evaluating the dimensions and severity of these ratings.  Parents in this 
sample report a range in their frequency of corporal punishment behavior toward their children 
and adolescents who have hearing and/or communication difficulties.  Of the types of minor 
physical discipline practices endorsed, parents report spanking most frequently, followed by 
slapping their children and adolescents on the hand, arm, or leg.  In contrast, comparably low 
rates of hitting, shaking, and pinching are endorsed in this study.  These findings are consistent 
105 
 
with previous research that discusses spanking as a culturally normative behavior in many 
American families (e.g., Flynn, 1996).     
Despite differences between the types of corporal punishment that are endorsed by 
parents in this sample, overall endorsements of all types of corporal punishment are low.  Such 
low rates may be related to a variety of factors, including the possibility that these parents 
actually do use low rates of minor physical discipline tactics, that these parents may be reluctant 
to report the use of corporal punishment due to social stigma or a perceived threat of 
repercussions, or that these parents may report certain types of corporal punishment (e.g., 
spanking) as a result of some social acceptability of this behavior relative to other types of 
corporal punishment that are more extreme and harmful (e.g., hitting or pinching; Flynn, 1996; 
Whipple & Richey, 1997).  It should be noted, however, that severe forms of physical discipline 
are not assessed in this study.  Had these forms of physical discipline been included, the 
distribution of reports across the variety of physical discipline practices may have been different.   
Group Differences   
Next, to evaluate the statistical appropriateness of examining together the reports of 
parents of children and adolescents who are Deaf/HOH and parents of children and adolescents 
who have communication disorders, nonparametric and parametric methods of discerning group 
mean differences on all variables of interest were conducted.  First, results show a significant 
difference across children and adolescents in the different communication/hearing groupings 
(i.e., hearing impaired/loss only, communication disorder only, or both hearing and 
communication difficulties) by the location of data collection.  Higher representations of each 
group are expected due to the targeted methods of data collection at sites specifically serving 
these populations (e.g., schools for children who are Deaf/HOH children versus clinical settings 
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serving children and adolescents who have communication disorders).  Another significant 
difference across the hearing/communication groupings emerges for the existence of an 
additional youth disability.  Specific investigation of this finding, however, shows that the 
combined group appears to drive this association.  This finding is logical, as the combined group 
by definition already has been identified as experiencing two areas of significant difficulty (i.e., 
hearing impairment/loss plus a diagnosed communication disorder).  Thus, simply by belonging 
to this category, it may be likely that these children would experience an additional type of 
recognized disability that may or may not relate to the emotional and behavioral impact of 
having concurrent hearing impairment/loss and a communication disorder. 
Next, no significant main or interaction effects are found for any categorical variables 
(i.e., youth hearing/communication grouping, recruitment location, parent sex, parent 
race/ethnicity, youth sex, youth additional disability, and caregiver treatment seeking) on 
internalizing behavior problems, externalizing behavior problems, or total behavior problems.  
Similarly, when possible group differences in the pooled parental and parent-child variables of 
interest (i.e., depression, parenting stress, state and trait anxiety, involvement, inconsistent 
discipline, psychological aggression, nonviolent discipline, and corporal punishment) were 
evaluated, results show no significant main or interaction effects of individual or combined 
categorical variables.   This lack of significantly different findings suggests that the whole 
sample may be examined together with confidence that inferences are applicable to the combined 
group.  This finding is consistent with the accepted practice in the field of coming children and 
adolescents who have varying hearing and/or communication difficulties (Ammerman et al., 
1994; Sullivan & Knutson, 2000). 
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Relationships Among Parents’ Characteristics, the Parent-Child Relationship, and Discipline 
Many expected significant relationships among parent and parent-child variables are 
supported.  First, findings suggest that younger parents tend to provide ratings regarding younger 
children and adolescents who have hearing and communication difficulties.  Also, the measured 
indicators of parents’ psychological well-being (i.e., depression, state and trait anxiety, and 
parenting stress) all are correlated significantly with one another, showing that parents are likely 
to endorse similar ratings across the different domains of their psychological functioning.  In 
contrast with previous findings (e.g., Coffman et al., 2006), however, measures of the parent-
child relationship (i.e., involvement and communication) are not correlated significantly with one 
another in this study.  Nonetheless, several expected relationships among parenting practices are 
supported.  For example, parents’ endorsement of higher levels of psychological aggression is 
associated significantly with increased endorsements of inconsistent discipline and corporal 
punishment.  These relationships are logical, as higher rates of negative parenting practices are 
expected in combination with one another. 
Unexpectedly, however, nonviolent discipline, considered to include positive parenting 
practices, is related significantly and positively with psychological aggression, inconsistent 
discipline, and corporal punishment. In the context of these findings, it is important to note that 
the frequency of engagement in nonviolent discipline does not measure the actual effectiveness 
of the positive strategies reported.   That is, although the utilization of nonviolent parenting 
strategies (e.g., inductive reasoning, response cost, providing alternative behaviors) may, on the 
surface, be a positive pattern of behavior, these discipline strategies may not prove as effective 
for parents raising children and adolescents who have hearing and/or communication difficulties.  
It is possible, therefore, that parents may attempt to use other discipline practices, including 
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those considered negative or harmful, if nonviolent discipline techniques do not immediately 
result in desired outcomes.  Such a tendency may explain the correlation between higher levels 
of all parenting practices.  Given these findings, we may hypothesize that these parents could 
experience frustration and that their children could experience behavior problems as a result of 
the lack of immediate effectiveness of parents’ initial attempts to use positive parenting 
techniques without considering their children’s hearing and communication difficulties.  This 
lack of effectiveness in the use of traditional nonviolent discipline practices, in turn, may result 
in an escalation toward the use of minor physical discipline to elicit the desired behavior from 
children and adolescents (e.g., Greenwald, 1997; Knutson, DeGarmo, & Reid, 2004).  Therefore, 
further examinations of these hypothesized relationships are warranted.   
Correlates of Negative Parenting Behaviors.   
Next, variables related to the use of negative discipline practices were evaluated.  Results 
for this sample of parents raising children and adolescents who have hearing and communication 
problems replicate a developmental trend toward decreased use of corporal punishment with 
older children.  This finding is consistent with that of previous research examiming families 
raising children and adolescents who do not have communicative difficulties (e.g., Straus & 
Stewart, 1999).  Also, results reveal that parents who experience more depression, trait anxiety, 
and perceived stress related to parenting their children and adolescents who have hearing and/or 
communication difficulties are more likely to engage in psychological aggression tactics as part 
of their discipline (e.g., shouting, yelling, screaming, threatening to use physical discipline 
without going through with it, swearing, name calling).  This finding also is consistent with those 
of previous research.  Higher levels of state anxiety and perceived parenting stress also are 
associated with the use of more inconsistent discipline with children and adolescents (e.g., 
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increased rates of being talked out of punishments, not providing a consequence for 
misbehaviors at times, not following through with threatened consequences).  Essentially, it 
seems that parents who report experiencing higher levels of distress (i.e., depression, state and 
trait anxiety, and/or parenting stress) also report higher rates of psychological aggression toward 
and inconsistency in their discipline of their children and adolescents who have hearing and/or 
communication difficulties (e.g., Johnson et al., 2006).  This finding is not surprising, as 
previous research describes the negative impact of parents’ problematic functioning on the scope 
of discipline practices employed with children and adolescents (e.g., Abidin, 1992; Ammerman 
& Patz, 1996; Dadds et al., 2003; Knutson et al., 2000; Webster-Stratton, 1990).  It is well-
documented that the psycholgical well-being of the primary caregiver has a direct impact on the 
consistency, choice, and effectiveness of their implemented parenting strategies (e.g., Renk et al., 
2007a).  Such findings are confirmed in this sample of parents raising children and adolescents 
who have unique characteristics.  
Additionally, parents’ endorsements of corporal punishment are higher when they report 
that their children and adolescents also are experiencing higher levels of externalizing behavior 
problems (Aucoin, Frick, & Bodin, 2006).  This relationship between corporal punishment and 
parents’ perceptions of severity of externalizing behavior problems also has been noted for 
children and adolescents who have hearing difficulties and varying communication abilities (e.g., 
Brubaker & Szakowski, 2000).  In contrast, corporal punishment is not related significantly to 
the internalizing or total behavior problems of the children and adolescents in this sample.  This 
pattern of results may suggest a higher rate of escalation from the use of nonviolent tactics to 
much more physical discipline by parents who perceive the behavior of their children and 
adolescents to be disruptive, rather than emotionally internal (e.g., depressive or anxious 
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symptomatology). Such a pattern of results would be highly consistent with the coercive process 
of parenting described by Patterson (1982). 
Correlates of Positive Parenting Behaviors.   
Next, factors relating to parenting behaviors that are considered positive were examined.  
As expected, parents who report that they are from higher socioeconomic status backgrounds 
also endorse higher levels of positive parenting practices (i.e., nonviolent discipline), including 
response cost, time-out, and providing alternative behavior options during times of misbehavior. 
This finding suggests that families belonging to lower socioeconomic groups may be at a 
disadvantage when raising children and adolescents who have additional conditions requiring 
attention (e.g., hearing and communication difficulties), as these parents may have fewer 
resources to address the needs of these children and adolescents (e.g., Duncan et al., 1994).  
Parents experiencing higher levels of parenting stress also show more involvement with their 
children and adolescents.  This relationship likely reflects a higher level of perceived stress 
related to the increased parenting demands that are associated with spending the substantial 
amounts of interaction time and effort that are necessary to support the needs of children and 
adolescents who have hearing and communication disorders (e.g., Quittner et al., 1990).  
Moreover, it could indicate that children and adolescents who have hearing and communication 
difficulties may require a higher level of day-to-day involvement from their caregivers as a result 
of a wider range of activities and needs (Wood-Jackson et al., 2008).  In contrast to these 
findings, higher rates of parenting stress are associated with lower reported parent-child 
communication.  This finding suggests that, as perceived parenting stress rises, the perceived 
capability of parents to effectively communicate with their children and adolescents decreases 
(or vice versa).  This relationship is a particularly salient finding given the inherent difficulties 
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with communication that these children and adolescents experience based on their hearing and 
communication disorders. 
Relationships Among Parents’ Fucntioning, the Parent-Child Relationship, and Child Behavior   
With regard to parents’ functioning, parent-child variables, and child outcomes, many 
expected relationships are confirmed in this group of caregivers.  Not surprisingly, poorer 
functioning across all dimensions of parents’ psychological symptomatology (i.e., depression, 
state and trait anxiety, parenting stress) are associated with higher perceived internalizing, 
externalizing, and total behavior problems in children and adolescents who have hearing and 
communication disorders.  These findings are consistent with those previously established in the 
research literature (e.g., Fergusson et al., 1993; Hintermair, 2006).  Next, although internalizing 
behavior problems are not associated with any measures of parenting or parent-child relationship 
quality, higher externalizing behavior problems emerge as significantly correlated with increased 
psychological aggression and inconsistent parenting practices.  These findings demonstrate the 
reciprocal relationship between disruptive child behaviors and parents’ use of verbally negative 
and generally inconsistent discipline tactics.  Also, parents’ reports of increased externalizing 
behavior problems are associated with their report of more frequent usage of nonviolent 
discipline practices.  Whereas this relationship may seem like a counterintuitive finding, previous 
research regarding mediating factors in the use of parenting techniques may explain this result.  
That is, although the use of nonviolent parenting behaviors may appear to be advisable, the 
actual effectiveness of these techniques depends on the consistency and follow-through with 
which they are implemented (e.g., Barkley, 1997, 1999).  Therefore, a high frequency of use 
does not necessarily suggest appropriate timing, consistency, application, or resulting success in 
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eliciting compliance.  If these factors are absent or ineffective, an increase in the disruptive 
behaviors exhibited by children and adolescents may be expected.   
Finally, as hypothesized, higher perceived parent-child communication also is associated 
with fewer reported externalizing behavior problems.  This finding suggests that the more 
effective communication is between parents and their children and adolescents who have hearing 
and communication difficulties, the less likely that children and adolescents are to exhibit 
significant disruptive behavior problems.  On a related note, higher reported total behavior 
problems for children and adolescents also are associated with lower communication ratings 
between parents and their children and adolescents as well as higher discipline inconsistency.  
This finding suggests that parent-child dyads experience more difficulty in expressing and 
understanding each other and parents tend to exhibit more inconsistent parenting approaches as 
children and adolescents who have hearing and communication difficulties experience more 
overall behavior problems.  In contrast, this finding also may suggest that children and 
adolescents may experience more overall behavior problems in conjunction with the frustration 
that they experience in response to poor communication with their parents and more inconsistent 
parenting being used by their parents. 
Overall, these results suggest that, as externalizing behavior problems increase in 
children and adolescents who have hearing and communication difficulties, parents tend to use 
higher rates of varied discipline approaches to elicit compliance, including specific parenting 
strategies that are considered both positive (recommended) and negative (not recommended).  In 
many cases, the use of these strategies may yield varied responses or a lack of compliance, which 
may result in an escalation of parental discipline toward a tendency to use corporal punishment, 
or minor physical discipline, practices.  Thus, further examinations of the relationships among 
113 
 
parents’ characteristics, parent-child variables, and corporal punishment were conducted in this 
study. 
Predictors of Corporal Punishment.  
Several potential predictive models examining the use of corporal punishment in families 
raising children and adolescents who have hearing and communication disorders were 
investigated and reveal varying results.   Specifically, regression analyses examined the 
discipline-mediated model of corporal punishment (Greenwald et al., 1997) by examining the 
relationships among specific hypothesized predicting variables that represent an escalation from 
the use of ineffective discipline practices to the use of minor physical discipline (e.g., Knutson & 
Bower, 1994; Knutson, DeGarmo, & Reid, 2004).  The first series of regression analyses 
investigated the discipline-mediated model of predicting harsh discipline.  These analyses 
examined whether, after accounting for the impact of parental psychological functioning, parents 
who employ parenting strategies perceived as ineffective would, in turn, require more coercion 
in the form of physical discipline to resolve issues.  Unfortunately, this hypothesis is not 
supported, as the underlying conditions for mediation (Baron & Kenny, 1986) are not found in 
this study.  Therefore, an alternate model examining the mediating utility of parenting stress in 
the potential relationship between parental depression and the use of corporal punishment was 
examined.  This alternate model also is unsupported due to the fact that parents’ depression does 
not show strong prediction of parents’ endorsement of corporal punishment in this sample.   
Next, a second model investigated the hypothesis that disruptions in parent-child 
communication and involvement would moderate the relationship between parental functioning 
and corporal punishment (Gutermuth-Anthony et al., 2005; Johnson et al., 2006).  That is, the 
degree to which parents’ individual characteristics are related to parents’ endorsements of their 
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use of corporal punishment would depend on the degree of disruption in parent-child 
communication and involvement.  Again, findings with this sample do not support this 
hypothesis due to the nonsignificant relationship between parents’ functioning (depression and 
parenting stress) and corporal punishment.  
Then, results of a stepwise regression analysis incorporating all parental discipline and 
parent-child relationship factors measured in this study reveal that one parental characteristic, 
depressive symptomatology, and one parenting behavior, psychological aggression, together are 
highly predictive of parents’ endorsements of their use of corporal punishment with their 
children and adolescents who have hearing impairment/loss and communication disorders.  
These results demonstrate that parents’ psychological functioning, particularly parents’ degree of 
depressive symptomatology, is related to parents’ engagement in psychological aggression 
toward their children and adolescents, and these two factors are predictive of the degree of 
corporal punishment that parents endorse.  This finding highlights the fact that interventions 
targeting improvements in parents’ psychological well-being, in combination with the provision 
of education regarding the potential negative outcomes of engaging in verbal aggression toward 
children, are centrally important in decreasing the likelihood that parents will engage in harsh 
physical discipline toward their children and adolescents. 
Additionally, the hypothesis that engagement in ineffective parenting strategies may 
predict escalation toward parents’ use of harsh physical discipline was examined.  In the context 
of the discipline-mediation theory, the relationship between nonviolent discipline and corporal 
punishment was expected to be mediated by parents’ perceptions of externalizing behavior 
problems exhibited by their children and adolescent (Brubaker & Szakowski, 2000).  Findings 
support this meditational model, suggesting that nonviolent parenting practices depend on 
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parents’ perceptions of the severity of their youth’s disruptive behaviors and that these variables 
together predict parents’ endorsement of their use of corporal punishment.  This finding is 
particularly noteworthy, as it underscores the importance of the relationship between positive 
discipline practices and perceived externalizing behavior in children and adolescents.  These 
variables collectively predict parents’ endorsements of their use of corporal punishment.  In 
essence, these findings suggest that interventions aimed at improving the quality of positive 
parenting techniques, not simply the frequency of such behaviors, may produce a greater positive 
impact on the disruptive behavior problems exhibited by children and adolescents who have 
hearing and communication problems.  Such improvements then may decrease the likelihood 
that parents would use corporal punishment.  Similarly, it also may be that the use of nonviolent 
discipline practices may be inherently more effective for children and adolescents who exhibit 
fewer externalizing behavior problems.  If nonviolent discipline practices are being used to 
effectively manage the behavior of children and adolescents, parents may be less likely to move 
to practices involving corporal punishment.  Overall, these findings suggest that future research 
should examine the directionality of these relationships further with families raising children and 
adolescents who have hearing and communication disorders. 
Predictors of Behavior Problems.   
In addition to examining predictors of corporal punishment, predictors of the behavior 
problems exhibited by children and adolescents who have hearing and communication 
difficulties also were examined.  With regard to internalizing and total behavior problems, 
regression analyses demonstrate that the most highly predictive factor, of those investigated in 
this study, is parenting stress.  Additionally, parenting stress and psychological aggression are 
together found to be significant predictors of the externalizing behavior problems exhibited by 
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children and adolescents who have hearing and communication difficulties. Generally, these 
findings are consistent with those of other studies that note the relationship between perceived 
parenting stress and parents’ perceptions of their children’s internalizing and total behavior 
problems in families raising children and adolescents who have hearing and communication 
disorders (e.g., Barker et al., 2009).  Additionally, parents’ endorsements of engaging in verbal 
aggression toward their children and adolescents add to the prediction of parents’ endorsements 
of the externalizing behavior problems exhibited by their children and adolescents.  Thus, 
parents who are experiencing parenting stress and engaging in increased psychological 
aggression to elicit compliance from their children and adolescents may inadvertently increase 
the likelihood that their children and adolescents will exhibit externalizing behavior problems. 
Implications 
 Given that previous research suggests that physical punishment may escalate more 
readily in families raising children who have special needs (e.g., Sullivan & Knutson, 1998b, 
2000), the identification of variables that predict parents’ engagement in corporal punishment is 
certainly important.   Correlational findings from this study indicate that parents raising children 
and adolescents who have hearing and communication disorders are using many different types 
of discipline practices.  However, when specific models investigating the mediating utility of 
parents’ discipline practices and parent-child factors in explaining the relationships between 
parents’ distress and use of corporal punishment are examined, parents’ discipline practices do 
not appear to mediate this relationship.  Specifically, the discipline-mediated model of physical 
discipline (i.e., the theoretical basis for explaining the effect of parental distress on harsh 
discipline) is not entirely supported.  This lack of support is due, in large part, to the lack of 
necessary significant relationships between parents’ depression and parenting stress with parents’ 
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use of corporal punishment in these families raising children and adolescents who have hearing 
and communication disorders.  This lack of support also may be related to the restricted range of 
parents’ endorsements of their use of minor physical discipline.   
 An additional model examined in this study and including possible predictor variables for 
parents’ endorsements of their use of corporal punishment finds that two predictors are 
particularly important for minor physical discipline in families raising children and adolescents 
who have hearing and communication disorders.  In particular, parents’ depressive symptoms 
combined with their reported use of psychological aggression toward the identified children and 
adolescents predict a substantial portion of the variance in parents’ tendency to use corporal 
punishment.  Finally, one supported model suggests that parents’ use of nonviolent discipline, in 
combination with their reports of the externalizing behavior problems exhibited by their children 
and adolescents, predict their endorsements of their use of corporal punishment.  These findings 
are consistent with the discipline-mediated model of harsh parenting.  That is, the current study 
suggests that nonviolent, or positive, discipline practices may be perceived as ineffective, 
especially in the context of disruptive behaviors that are exhibited by children and adolescents.  
These parents may exhibit a tendency toward escalating the type of discipline used to elicit 
desired behaviors from their children and adolescents who have hearing and communication 
disorders (e.g., Sullivan & Knutson, 2000).  This finding is particularly important as 
interventions with these families that seek to decrease harsh punishment by targeting parents’ use 
of nonviolent, or authoritative, parenting practices must lend particular emphasis on increasing 
the effectiveness (i.e., in the form on accuracy, consistency, and follow-through) of advisable 
discipline practices, especially if children and adolescents have been referred for services due to 
high rates of disruptive behavior problems.   
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Study Limitations 
The findings of this study must be viewed in the context of several limitations.  Although 
expected due to the considerable difficulty of collecting data from this population, the low 
sample size is a primary limitation to the generalizability of the results reported in this study.  As 
a result, information from parents of both sexes was examined collectively, resulting in an 
inability to identify potential differences that may exist between the experiences and reports of 
mothers versus fathers.  Next, as nearly every parent-child dyad shared the same preferred mode 
of communication (i.e., sign language, oral communication, and total communication [signing 
and speaking]), relationships between mismatching of communication style and other variables 
could not be assessed.  Further, the relationships between etiology of the children’s hearing 
impairment and other variables were not able to be assessed as planned, as a large portion of 
participants did not know or report this information. The cross-sectional and single point in time 
design of the study also limits the inferences that may be made with regard to parenting practices 
across the lifespan.  Additionally, the children of the participants also varied widely in their 
hearing ability and communication difficulties, which may indicate that the different parenting 
strategies used by these parents may be required contextually.  The data was collected over a 
period of over two years and across varying geographic locations and settings, which may have 
contributed in part to the range of parenting behaviors reported.  Additionally, the self-report 
nature of the study may have affected the accuracy with which parents reported incidence of 
corporal punishment and other discipline practices in the home, which may relate with the 
restricted range of reports described in this study.   
In lieu of these limitations, future studies should include families who are referred for or 
currently being treated for parenting or behavioral issues to identify whether these parents may 
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report a wider range of practices.  Also, other methods of assessing discipline practices, such as 
third-party (e.g., therapist) reports, and naturalistic and experimental observational data 
collection, may elucidate different aspects of discipline practices and dimensions of the parent-
child relationship, thus these should be examined.  Furthermore, it is important that future 
evaluations compare families raising youth with hearing and communication disorders with 
families raising typically developing youth to evaluate potential differences in these families 
across the measures examined in this study. 
Conclusion 
This investigation expands upon previous literature regarding a range of parents’ 
characteristics, discipline practices, parent-child relationship factors, and behavior problems in 
children and adolescent with a group of parents raising children and adolescents who have 
hearing and communication disorders.  Wood-Jackson and colleagues (2008) suggest that 
therapeutic interventions with families raising children and adolescents who have such 
difficulties should be implemented within a family-based or systemic approach (i.e., rather than 
focusing solely upon child-centered techniques), even if the identified client is the 
child/adolescent who has hearing impairment/loss or an identified communication disorder.  The 
findings of this study support this notion in that problematic (particularly externalizing) child 
behavior is related to parents’ poor psychological functioning and certain dimensions of 
problematic parenting practices and relationship characteristics.  Also, less desirable and 
potentially harmful physical discipline practices seem to be predicted by parents’ distress in the 
form of their own psychological symptoms, parenting stress, and ineffective parenting behavior 
(e.g., psychological aggression), lending further support for family-based treatment approaches.   
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Thus, a parent-focused approach to intervention, such as behavioral parent training (e.g., 
Defiant Children/Teens: Clinician’s Manuals for Assessment and Parent Training/Family 
Intervention; Barkley, 1997, 1999) or a dyad-based therapy method (e.g., Parent-Child 
Interaction Therapy; Hembree-Kigin & McNeil, 1995; Eyberg, 2005) may be best suited to 
address the increased behavioral problems that may be related to a number of parent and parent-
child variables in families raising children and adolescents who have hearing and communication 
disorders.  Finally, the information gained from this study adds to available literature for mental 
health professionals to better understand and respond to the needs of children and adolescents 
who have hearing and/or communication disorders, particularly within the family context.  When 
a more comprehensive understanding of the relationships between these parents and their 
children and adolescents is achieved, services provided for these individuals may help 
practitioners to more readily identify at-risk youth and guide them toward living psychologically 
healthy and productive lives.    
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          Psychology Department 
 
Dear Parent, 
 Jenny Klein and Dr. Kimberly Renk at the University of Central Florida are currently 
conducting a study involving families raising children and adolescents who are Deaf, hard-of-
hearing, and/or have communication difficulties.  Specifically, we are investigating the relationships 
amongst certain parent and child/adolescent characteristics and overall emotional and behavioral 
functioning.  We are asking for your help.  If you choose to volunteer for this study, you would 
simply read and sign the Parent Consent Form, fill out the surveys in the packet, and return the 
packet to the researcher.  Participation is completely voluntary, but this is what you can expect to 
find in the packet: 
 The packet contains a Parent Consent Form, which explains the study in more detail, a 
Demographics Questionnaire, which asks for information about your child’s/adolescent’s age, type 
of schooling and communication abilities, and information about household characteristics.  The 
packet also includes surveys about daily life issues, parenting/discipline strategies, and personal 
well-being.  This packet of questionnaires will take approximately 1 hour to complete. 
 All information you provide will be kept strictly confidential.  The Parent Consent Form will 
be the only form with your name on it and will be separated from your packet of questionnaires.  
You also have the option to complete a form to receive a summary of the results of the study upon 
its completion. 
 If you have any further questions or concerns about participation in this study, please feel 
free to contact me at (407) 823-5219 or jklein@ucf.edu.  We appreciate your interest in our study, 
and we look forward to hearing from you. 
Sincerely, 
Jenny Klein, M.S. 
University of Central Florida 
Department of Psychology 
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Alabama Parenting Questionnaire 
Instructions: Please respond to the following statements regarding your typical parenting practices used 
with your child. There are no right or wrong answers so please answer as openly as possible. Please circle 
the number corresponding to how often you engage in the following activities. 
 
 Never Rarely Sometimes Often Always 
1. You have a friendly talk with your 
child.   
1 2 3 4 5 
2. You let your child know when he/she is 
doing a good job with something.   
1 2 3 4 5 
3. You threaten to punish your child and 
then do not actually punish him/her.   
1 2 3 4 5 
4. You volunteer to help with the special 
activities that your child is involved in 
(e.g., sports, boys/girl Scouts, church 
youth groups)  
1 2 3 4 5 
5. You reward or give something extra to 
your child for obeying you or behaving 
well.   
1 2 3 4 5 
6. Your child fails to leave a note or let 
you know where he/she was going.   
1 2 3 4 5 
7. You play games or do other fun things 
with your child.   
1 2 3 4 5 
8. Your child talks you out of being 
punished after he/she has done 
something wrong.   
1 2 3 4 5 
9. You ask your child about his/her day in 
school.   
1 2 3 4 5 
10. Your child stays out in the evening past 
the time he/she is supposed to be home.  
1 2 3 4 5 
11. You help your child with his/her 
homework.   
1 2 3 4 5 
12. You feel that getting your child to obey 
you is more trouble than it is worth.   
1 2 3 4 5 
13. You compliment your child when 
he/she does something well.   
1 2 3 4 5 
14. You ask your child what his/her plans 
are for the coming day.   
1 2 3 4 5 
15. You drive your child to a special 
activity.   
1 2 3 4 5 
16. You praise your child if he/she behaves 
well.   
1 2 3 4 5 
17. Your child goes out with friends you do 
not know.   
1 2 3 4 5 
18. You hug or kiss your child when he/she 
has done something well.   
1 2 3 4 5 
19. Your child goes out without a set time 
to be home.   
1 2 3 4 5 
20. You talk to your child about his/her 1 2 3 4 5 
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friends.   
21. Your child is out after dark without an 
adult with him/her.   
1 2 3 4 5 
22. You let your child out of a punishment 
early (e.g., lift restrictions earlier than 
you originally said).   
1 2 3 4 5 
23. Your child helps plan family activities.   1 2 3 4 5 
24. You get so busy that you forget where 
your child is and what he/she is doing.   
1 2 3 4 5 
25. Your child is not punished when he/she 
has done something wrong.   
1 2 3 4 5 
26. You attend PTA meetings, 
parent/teacher conferences, or other 
meetings at your child's school.   
1 2 3 4 5 
27. You tell your child that you like it when 
he/she helps around the house.   
1 2 3 4 5 
28. You do not check that your child has 
come home from school when he/she is 
supposed to.   
1 2 3 4 5 
29. You do not tell your child where you 
are going.   
1 2 3 4 5 
30. Your child comes home from school 
more than an hour past the time you 
expect him/her.   
1 2 3 4 5 
31. The punishment you give your child 
depends on your mood.   
1 2 3 4 5 
32. Your child is at home without adult 
supervision.   
1 2 3 4 5 
33. You spank your child with your hand 
when he/she has done something 
wrong.   
1 2 3 4 5 
34. You ignore your child when he/she is 
misbehaving.   
1 2 3 4 5 
35. You slap your child when he/she has 
done something wrong.   
1 2 3 4 5 
36. You take away privileges or money 
from your child as a punishment.   
1 2 3 4 5 
37. You send your child to his/her room as 
a punishment.   
1 2 3 4 5 
38. You hit your child with a belt, switch, 
or other object when he/she has done 
something wrong.   
1 2 3 4 5 
39. You yell or scream at your child when 
he/she has done something wrong.   
1 2 3 4 5 
40. You calmly explain to your child why 
his/her behavior is wrong when he/she 
misbehaved.  
1 2 3 4 5 
41. You use timeout (make him/her sit or 
stand in a corner) as a punishment.   
1 2 3 4 5 
42. You give your child extra chores as a 1 2 3 4 5 
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punishment.   
43. You smack your child’s hand if he/she 
misbehaves. 
1 2 3 4 5 
44. When your child misbehaves, you swat 
him/her on the bottom. 
1 2 3 4 5 
45. You use physical punishment to let 
your child know when he/she has 
misbehaved. 
1 2 3 4 5 
46. You use a nearby object to hit your 
child as a punishment. 
1 2 3 4 5 
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CTSPC (Modified Version) 
 
Children often do things that are wrong, disobey, or make their parents angry.  We would like to 
know what you have done when your child did something wrong or made you upset or angry.  
Please circle the number that indicates how often you responded these ways during the past year. 
 
1 = Once in a year 
2 = Twice in a year 
3 = 3-5 times in a year 
4 = 6-10 times in a year 
5 = 11-20 times in a year 
6 = More than 20 times in a year 
7 = Not in a year, but it happened before 
0 = This has never happened 
 
A. Explained why something was wrong 
 
1 2 3 4 5 6 7 0 
B. Put him/her in “time out” (or sent to his/her 
room) 
1 2 3 4 5 6 7 0 
C. Shook him/her 
 
1 2 3 4 5 6 7 0 
D. Hit him/her on the bottom with something like 
a belt, hairbrush, a stick or some other hard 
object 
1 2 3 4 5 6 7 0 
E. Gave him/her something else to do instead of 
what he/she was doing wrong 
 
1 2 3 4 5 6 7 0 
F. Shouted, yelled, or screamed at him/her 
 
1 2 3 4 5 6 7 0 
G. Spanked him/her on the bottom with your bare 
hand 
1 2 3 4 5 6 7 0 
H. Swore or cursed at him/her 
 
1 2 3 4 5 6 7 0 
I. Said you would send him/her away or kick 
him/her out of the house 
 
1 2 3 4 5 6 7 0 
J. Threatened to spank or hit him/her but did not 
actually do it 
 
1 2 3 4 5 6 7 0 
K. Slapped him/her on the hand, arm, or leg 
 
1 2 3 4 5 6 7 0 
L. Took away privileges or grounded him/her 
 
1 2 3 4 5 6 7 0 
M. Pinched him/her 
 
1 2 3 4 5 6 7 0 
N. Called him/her dumb or lazy or some other 
name like that 
1 2 3 4 5 6 7 0 
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